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This  book  focuses  on  an  organization,  the 
U.S.  Army  Nurse  Corps,  which  I have 
been  privileged  to  be  affiliated  with — in  one 
way  or  another — for  the  greatest  part  of  my 
adult  life.  As  an  active  duty  officer,  I had  first- 
hand knowledge  about  the  Army  Nurse  Corps 
inner  workings  and  spent  the  last  years  of 
my  Army  career  (from  1992)  researching  and 
writing  the  Corps  history.  In  1998  I completed 
the  first  volume  of  the  history,  A History  of 
the  U.S.  Army  Nurse  Corps,  subsequently 
published  by  the  University  of  Pennsylvania 
Press  in  1999.  Several  years  after  my  1996 
retirement  from  active  service,  I agreed  to 
extend  the  written  history  of  the  Corps  beyond 
the  conclusion  of  volume  one. 

This  insider/ outsider  perspective,  albeit  with 
a heavier  emphasis  on  the  internal  point  of 
view,  gave  me  a unique  advantage  in  tackling 
a historical  examination  of  the  organization's 
recent  past.  The  resultant  volume  two  focuses 
on  the  time  frame  from  the  early  1970s  to  the 
turn  of  the  21st  century. 

My  objectives  in  publishing  this  history  remain 
unchanged  from  those  articulated  in  the  preface 
of  volume  one.  Another  goal  in  researching  and 
writing  this  history  was  to  intrigue  and  provide 
a sense  of  gratification  for  the  reader.  It  certainly 
has  fulfilled  this  promise  for  me.  I have  found 
the  exploits  of  Army  nurses  endlessly  amazing, 
fascinating,  poignant,  and  personally  rewarding. 

It  is  my  wish  that  all  who  read  this  book  be 
similarly  captivated  and  entertained! 
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Foreword 


The  U.S.  Army  Nurse  Corps  has  a long  and  extraordinary  history.  Mary  T. 
Sarnecky’s  recounting  of  our  history  in  her  1999  volume,  A History  of  the  U.S. 
Army  Nurse  Corps,  was  superb.  Now,  we  are  delighted  to  release  her  exciting  next 
analysis  documenting  the  Army  Nurse  Corps  history  from  the  end  of  the  Vietnam 
War  to  the  year  2000. 

Here  Samecky  addresses  a remarkable  episode  in  the  organization’s  evolution, 
a period  characterized  by  a series  of  progressive  steps  empowering  our  officers  to 
assume  key  command  and  leadership  positions  in  the  Army  Medical  Department. 
Once  this  momentum  was  established,  it  challenged  the  limitations  of  the 
proverbial  “glass  ceiling”  so  prevalent  during  this  period. 

Samecky’s  new  publication  also  explores  the  vital  roles  of  the  Army  Nurse 
Corps  in  supporting  and  sustaining  high-level  military  operations  that  began  with 
Operation  Desert  Storm.  Professionalism,  clinical  competency,  adaptability,  and 
flexibility  remain  the  hallmark  of  the  Army  Nurse  Corps,  clearly  illustrated  in 
this  long-awaited  volume.  In  tandem  with  her  previous  work,  Samecky  offers 
us  a wealth  of  scholarly  research  narrated  in  her  unique,  straightforward  style 
imparting  a rich  institutional  history  of  which  all  professional  nurses  should  be 
exceptionally  proud. 

It  is  imperative  that  we  review  the  “lessons  learned”  from  this  period  in  our 
nursing  history  and  utilize  the  experiences,  knowledge,  and  leadership  of  these 
extremely  talented  and  dedicated  professional  nurses.  The  foundation  that  previous 
Army  nursing  leaders  had  built  allowed  this  new  period  to  be  fruitful  and  exciting. 
I am  confident  that  because  of  these  nursing  leaders,  professional  nursing  will 
continue  to  flourish  in  America  and  around  the  world. 

Gale  S . Pollock 

Major  General  (Ret),  CRN  A,  FACHE,  FAAN 

22nd  Chief,  U.S.  Army  Nurse  Corps 
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Preface 


This  book  focuses  on  an  organization,  the  U.S.  Army  Nurse  Corps,  which 
I have  been  privileged  to  be  affiliated  with— in  one  way  or  another— for  the 
greatest  part  of  my  adult  life.  As  an  active  duty  officer,  I had  first-hand  knowledge 
about  the  Army  Nurse  Corps  inner  workings  and  spent  the  last  years  of  my  Army 
career  (from  1992)  researching  and  writing  the  Corps  history.  In  1998  I completed 
the  first  volume  of  the  history,  subsequently  published  by  the  University  of 
Pennsylvania  Press  in  1999.  Several  years  after  my  1996  retirement  from  active 
service,  I agreed  to  extend  the  written  history  of  the  Corps  beyond  the  conclusion 
of  volume  one.  This  insider/outsider  perspective,  albeit  with  a heavier  emphasis 
on  the  internal  point  of  view,  gave  me  a unique  advantage  in  tackling  a historical 
examination  of  the  organization’s  recent  past.  The  resultant  volume  two  focuses 
on  the  time  frame  from  the  early  1970s  to  the  turn  of  the  21st  century. 

My  objectives  in  publishing  this  history  remain  unchanged  from  those 
articulated  in  the  preface  of  volume  one.  The  passage  of  time  has  not  altered  their 
essence.  Ten  years  ago  I wrote: 

The  intent  of  this  volume  is  to  outline  the  historical  framework  of  [the]  seemingly  perpetual  issues 
related  to  nursing,  particularly  in  the  Army  of  the  United  States  of  America.  It  describes  how  those 
who  have  gone  before  have  faced  and  occasionally  resolved  familiar  challenges.  Hopefully,  this  story 
will  enrich  the  U.S.  Army  Nurse  Corps  sense  of  pride,  identity,  and  continuity  while  highlighting 
threads  common  to  the  fabric  of  Army  nursing  across  the  ages.  This  work  also  aspires  to  offer  affirma- 
tion and  encouragement  to  those  who  have  experienced  comparable  dilemmas  in  the  past  and  those 
who  presently  face  similar  concerns.  Additionally,  the  book  functions  as  a resource  for  those  negotiat- 
ing the  minefields  of  today  and  offers  a historical  background  for  those  responsible  for  future  decisions 
and  actions.  Finally,  the  history  of  the  Army  Nurse  Corps  should  remind  us  of  the  importance  of  the 
past,  which  has  determined  the  present  and  will  continue  to  affect  the  future.  In  summary,  this  work 
documents  the  history  of  the  Army  Nurse  Corps  while  simultaneously  providing  a wealth  of  pragmatic 
information.1 

Another  goal  in  researching  and  writing  this  history  was  to  intrigue  and  provide 
a sense  of  gratification  for  the  reader.  It  certainly  has  fulfilled  this  promise  for 
me.  I have  found  the  exploits  of  Army  nurses  endlessly  amazing,  fascinating, 
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poignant,  and  personally  rewarding.  It  is  my  wish  that  all  who  read  this  book  be 
similarly  captivated  and  entertained! 

However,  this  volume  is  not  intended  to  stand  in  place  as  an  apologia  for  war. 
Some  civilians— be  they  nurses  or  not— erroneously  equate  service  as  an  Army 
nurse  with  advocacy  for  war.  In  truth,  very  few  if  any  Army  nurses  have  ever 
espoused  the  resolution  of  political  differences  through  the  means  of  combat. 
Instead,  their  higher  aspirations  have  been  to  provide  care  to  the  sick  or  injured 
soldiers  serving  on  the  battlefield.  No  one  who  has  witnessed  the  carnage  of  war 
can  reasonably  champion  it. 

At  the  time  I began  this  work  in  2000, 1 had  significant  misgivings  in  accepting 
what  seemed  both  an  honor  and  an  extreme  challenge,  particularly  the  problematic 
issues  associated  with  the  practice  of  contemporary  historical  research. 

I realized  that  recent  history  frequently  represents  fodder  for  revisionist 
historians  in  the  days  to  come.  Occupying  the  center  of  the  bull’s  eye  comes  with 
the  territory  for  a historian  working  on  current  issues  without  the  perspective  of 
time  over  the  long  term.  Yet  the  act  of  blazing  a new  trail  can  yield  constructive 
outcomes.  It  can  also  provide  tomorrow’s  historians  with  a starting  point  and  a 
foundation  upon  which  forthcoming  scholarship  is  based.  It  is  my  hope  that  this 
volume  will  also  serve  that  function. 

Another  limitation  to  the  practice  of  contemporary  history  that  impacted  the 
conduct  of  this  study  was  mysteriously  missing  data.  Like  Voltaire’s  Pangloss, 
I optimistically  believed  that  for  some  good  cause  (my  research),  there  surely 
would  be  masses  of  valid  and  reliable  evidence  easily  accessible  to  analyze  and 
serve  as  the  basis  for  this  investigation.  How  erroneous  that  assumption  proved 
to  be!  Although  the  Army  has  abundant  regulations  governing  the  storage  and 
retirement  of  records,  often  the  grassroots  imperative  to  follow  these  directives 
yields  to  other  higher  priorities.  I believe  many  of  the  never  discovered  records 
I could  have  utilized  were  either  destroyed  or  are  residing  in  dusty  bottom  file 
drawers  in  the  back  of  remote  offices.  Then  too,  it  has  been  my  experience  in 
the  instances  when  records  were  properly  retired  to  the  National  Archives  and 
Records  Administration,  they  typically  languished  there  and  remained  inaccessible 
for  decades,  waiting  in  the  queue  to  be  “processed.”  Although  there  was  a fairly 
broad  sampling  of  available  documentary  evidence  preserved  in  the  Army  Nurse 
Corps  collection  in  the  Army  Office  of  Medical  History  in  the  Skyline  complex  in 
Falls  Church,  Virginia,  I vigorously  searched  in  vain  for  more  specific  answers  to 
questions  that  arose  from  the  available  evidence.  Fortunately,  most  of  the  lacunae 
in  the  recorded  data  were  filled  when  I interviewed  the  actual  participants— the  key 
players  who  still  live,  are  coherent,  and  are  willing  to  tell  their  tales.  Nonetheless, 
in  the  final  analysis,  the  evidence  I was  able  to  gather  and  use  sufficed,  although 
it  remains  a mere  glimpse  in  time  and  space. 
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As  I advanced  in  this  endeavor,  a final  drawback  to  researching  contemporary 
history  emerged.  That  handicap  had  to  do  with  the  limited  hindsight  that  a 
researcher  possesses  while  working  in  the  abbreviated  temporal  period  that 
separates  the  issues  and  occurrences  being  examined  and  the  actual  writing  of  a 
history.  I fully  expect  that  with  the  greater  perspective  of  time,  future  historians 
will  have  much  more  to  say  about  this  exciting  period  as  an  ever  expanding 
and  dynamic  pool  of  evidence  emerges.  I eagerly  anticipate  and  welcome  their 
forthcoming  scholarship. 

As  with  my  previous  volume,  I regret  that  I could  not  study  in  any  great  depth 
and  accurately  include  each  and  every  example  of  patriotic  service,  heroism, 
dedication,  leadership,  readiness,  and  creative  practice  that  dominated  the  Army 
Nurse  Corps  landscape.  Neither  could  I include  every  instance  of  impropriety 
and  each  unfortunate  misstep,  dubious  decision,  or  embarrassing  controversy 
that  transpired.  However,  I made  every  attempt  to  balance  the  predominant  acts 
of  diligent,  morally  upright  service  against  the  less  frequent  occurrences  that 
reflected  poorly  on  the  Corps.  The  constraints  of  time,  the  limitations  of  other 
resources,  and  the  hindrances  of  unavailable  data  have  all  left  their  mark  on  this 
book  and  rendered  it  something  less  than  all-inclusive.  I regret  that  reality. 

I am  the  sole  author  of  this  book  and  I alone  assume  all  responsibility  for 
any  inadvertent  yet  inevitable  error  that  exists  in  these  pages.  Although  I 
doubt  anyone— myself  included— has  knowingly  propagated  any  falsehood  or 
misrepresentation,  many  have  shared  information  as  well  as  encouragement  and 
sustenance. 

I received  considerable  assistance  along  the  way  from  a host  of  colleagues 
whose  benevolent  influence  and  support  extend  back  in  time.  Retrospective  to  the 
mid-1980s,  the  then  chief  of  the  Army  Nurse  Corps,  Brigadier  General  Connie  L. 
Slewitzke,  perceived  the  need  to  educate  a nurse  historian  at  the  doctoral  level  to 
research  and  document  the  heritage  of  the  Army  Nurse  Corps.  Although  it  remains 
an  arguable  point  whether  I was  the  right  person  for  the  job,  the  school  selection 
board  did  entrust  me  with  that  undertaking.  Subsequently,  when  I was  consumed 
with  doctoral  education  from  1987  to  1990,  Dr.  Irene  S.  Palmer,  another  staunch 
advocate,  graciously  took  me  under  her  wing  and  over  those  three  arduous  years 
produced  a fledgling  nurse  historian.  After  my  education  at  the  University  of  San 
Diego  was  complete,  Brigadier  General  Nancy  R.  Adams  and  Colonel  Terris 
E.  Kennedy  took  the  risk  of  freeing  me  of  most  of  my  earlier  responsibilities 
and  provided  me  with  the  wherewithal  to  concentrate  exclusively  on  historical 
research  in  1992.  Their  confidence  in  my  ability  was  echoed  by  the  chief  nurses  of 
Walter  Reed  Army  Medical  Center  at  that  time,  Colonels  Mary  L.  Messerschmidt 
and  Janet  R.  Southby  and  by  the  chiefs  of  the  Nursing  Research  Service  at  Walter 
Reed,  Colonels  Valerie  E.  Biskey,  Jean  M.  Reeder,  and  Cynthia  A.  Gurney.  They 
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all  tolerated  my  altered  focus  and  my  presence,  not  at  Walter  Reed,  but  at  the 
Department  of  Medical  History  at  the  Uniformed  Services  University  of  the 
Health  Sciences  in  Bethesda,  Maryland.  Essentially  they  allowed  me  to  occupy 
one  of  their  valuable  personnel  slots  in  absentia.  When  detailed  to  the  university 
for  over  four  years,  I spent  my  days  in  a tranquil  little  office  off  the  third  floor  of 
the  school  library  where  I was  surrounded  by  a superlative  collection  of  military 
medical  history  tomes.  There  I researched  and  wrote  under  the  aegis  of  two 
consummate  mentors,  Colonel  (Dr.)  Robert  J.T.  Joy  and  Dr.  Dale  C.  Smith.  Just 
prior  to  and  after  my  retirement  in  1996,  Brigadier  General  Bettye  J.  Simmons 
and  her  assistant.  Colonel  Susan  C.  McCall,  also  added  their  sponsorship  to  my 
efforts  and  arranged  a contract  to  put  the  finishing  touches  on  volume  one. 

Throughout  the  years  that  I have  been  engaged  in  studying  the  history  of  the 
Army  Nurse  Corps,  I have  enjoyed  extraordinarily  close  and  fruitful  associations 
with  a number  of  keen,  enthusiastic  Army  Nurse  Corps  historians  including 
Majors  Cynthia  A.  Gurney  and  Winona  M.  Bice-Stephens,  Lieutenant  Colonels 
Patricia  Wise,  Iris  J.  West,  and  Cheryl  Capers,  and  Majors  Constance  J.  Moore, 
Debora  R.  Cox,  Jennifer  L.  Petersen,  Charlotte  W.  Scott,  and  Richard  M.  Prior. 
To  this  day,  simply  evoking  the  rapport  we  shared  and  their  many  acts  of  kindness 
gladdens  my  heart. 

I began  work  on  volume  two  in  2000  at  the  behest  of  Dr.  John  T.  Greenwood 
and  Colonel  William  T.  (Tom)  Gray  of  the  Army  Surgeon  General’s  Office  of 
Medical  History.  They  continued  to  serve  as  benefactors  as  my  efforts  progressed. 
During  that  same  period  I also  enjoyed  the  patronage  of  Brigadier  General  William 
T.  Bester  and  Major  General  Gale  S.  Pollock  and  their  respective  assistant/deputy 
chiefs  of  the  Corps,  Colonels  Deborah  A.  Gutske  and  Barbara  Bruno. 

As  I began  this  manuscript,  slowly  advanced  paragraph  by  paragraph,  and 
brought  the  volume  to  its  conclusion,  many  Army  Nurse  Corps  officers  played 
crucial  roles,  disclosing  a diversity  of  facts  that  upon  occasion  corroborated 
existing  documents  and  in  other  instances  represented  new  information.  Without 
exception,  these  contributors  responded  to  my  questions  in  good  cheer  and  with 
extraordinary  candor.  Because  there  were  so  many  of  these  individuals  who 
generously  revealed  their  insights,  it  is  impossible  to  provide  a litany  of  all  their 
names  here . However,  their  voices  will  resonate  forever  from  the  leaves  of  this 
book. 

A collection  of  other  individuals  also  facilitated  this  enterprise  and  contributed 
to  the  in-process  and  the  final  reviews.  They  included  Major  General  Nancy  R. 
Adams,  Brigadier  General  Clara  L.  Adams-Ender,  Brigadier  General  William  T. 
Bester,  Dr.  Carol  Byerly,  Lieutenant  Colonel  Debora  R.  Cox,  Dr.  Edward  Drea, 
Colonel  Eily  P.  Gorman,  Dr.  John  T.  Greenwood,  Colonel  John  M.  Hudock, 
Colonel  (Dr.)  Bonnie  M.  Jennings,  Colonel  (Dr.)  Robert  J.T.  Joy,  Colonel  (Dr.) 
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Terris  E.  Kennedy,  Colonel  Constance  J.  Moore,  Dr.  Sanders  Marble,  Colonel 
Susan  C.  McCall,  Colonel  Nickey  McCasland,  Dr.  Elizabeth  M.  Norman,  Major 
Jennifer  L.  Petersen,  Major  General  Gale  S.  Pollock,  Brigadier  General  Bettye  J. 
Simmons,  Brigadier  General  Connie  L.  Slewitzke,  Dr.  Dale  C.  Smith,  Mrs.  Lisa 
Wagner,  and  Colonel  Iris  J.  West.  Their  very  important  critiques,  suggestions, 
and  commentaries  all  improved  the  accuracy  of  the  manuscript  and  enhanced  the 
overall  quality  of  the  finished  product. 

Others  assisted  in  sundry  other  ways.  Over  the  years,  Office  of  Medical 
History  archivist  Lisa  Wagner  and  her  assistant,  William  Edmondson,  also  helped 
me  to  navigate  various  archives  and  locate  elusive  documents  and  photographs 
to  illustrate  this  text.  Annita  Ferencz,  the  Office  of  Medical  History’s  director  of 
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Part  One 


The  Decade  After  the  Vietnam  War 


' 


Chapter  One 

Evolution  and  Reorganization 


he  Vietnam  War  (1961-1975)  was  a watershed  event  for  the  United  States. 


It  had  a significant  impact  on  the  Army  Nurse  Corps,  the  Army  Medi- 


cal Department  (AMEDD),  the  Army,  and  the  nation.  The  protracted  war 
drained  the  Army,  cost  it  a decade  of  modernization,  alienated  the  military  from 
society,  and  left  a “hollow  force”  to  rebuild  and  reinvigorate.  In  effect,  the  infra- 
structure of  the  Army  languished  to  pay  for  the  war. 

After  the  conclusion  of  the  Vietnam  War,  several  wide-ranging  and  significant 
changes  exerted  myriad  effects  on  the  Army  Nurse  Corps.  The  most  influential  of 
these  phenomena  included  the  dismantling  of  the  Selective  Service  System,  the 
reorganization  of  the  Army,  the  launch  of  Health  Services  Command  (HSC),  the 
opening  of  the  Academy  of  Health  Sciences,  the  transformation  of  the  Office  of 
the  Army  Surgeon  General,  the  inauguration  of  improvements  in  the  Army  Re- 
serve and  National  Guard,  and  the  revolution  in  the  roles  and  status  of  women. 

Between  1968  and  1974  the  United  States  dismantled  its  Selective  Service  Sys- 
tem and  ended  the  draft.  The  Army  became  an  all-volunteer  force,  a movement 
whose  genesis  lay  in  the  nation’s  “historic  . . . antimilitary  tradition”  coupled  with 
“its  aversion  to  compulsion.”1  An  equally  significant  explanation  for  the  end  to 
the  draft  was  President  Richard  Nixon’s  need  to  have  support  for  the  1972  elec- 
tion and  to  produce  a peace  dividend.  The  country’s  widespread  antipathy  to  the 
Vietnam  War  doubtlessly  also  tipped  the  scales.  All  of  these  realities  resulted  in 
the  end  of  conscription.  Critics  predicted  that  the  new  volunteer  army  would  not 
meet  its  quotas  for  both  reserve  and  active  officers.  Because  women  had  never 
been  drafted,  however,  and  the  Army  Nurse  Corps  had  relied  successfully  on  vol- 
unteers to  fill  its  ranks  in  the  past,  most  Army  Nurse  Corps  officers  anticipated 
only  minor  problems,  if  any,  in  recruiting  sufficient  nurses.2  Simultaneously, 
critical  shortages  were  expected  to  surface  among  physicians  in  the  Army  Medi- 
cal Corps.  Pundits  articulated  the  curtailment  of  the  draft  and  the  suspension  of 
the  Berry  plan  as  causes  for  the  shortages.  The  Berry  plan  was  a program  that 
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allowed  physicians  temporary  deferment  from  the  draft  so  that  they  might  complete 
their  medical  specialty  training.  Following  their  completion  of  individual  training 
programs,  physicians  subsequently  were  obliged  to  serve  the  usual  two  years  in 
the  military.  Without  the  coercion  of  conscription,  the  AMEDD  leaders  expected 
significant  shortfalls  among  Army  physicians.  To  circumvent  this  eventuality,  the 
Army  implemented  several  countermeasures  — among  them,  creating  the  Health 
Professions  Scholarship  Program;  establishing  the  F.  Edward  Hebert  Medical 
School  at  the  Uniformed  Services  University  of  the  Health  Sciences  in  19723;  en- 
couraging the  enactment  of  the  Uniformed  Services  Variable  Incentive  Pay  Act  for 
Physicians  of  1974;  modernizing  the  Army  Medical  Treatment  Facilities  (MTFs), 
which,  it  was  hoped,  would  enhance  physician  efficiency4;  launching  a course  to 
train  physician  assistants  in  1971;  and,  in  1972,  commencing  and  later  elaborating 
on  the  advanced  practice  roles,5  as  defined  by  the  Army  Nurse  Corps  Contem- 
porary Practice  Program  or,  as  it  was  subsequently  referred  to,  the  Army  Nurse 
Corps  Clinician  Program  or  Army  Nurse  Clinician  Program.  Planners  conceived 
and  implemented  these  last  two  initiatives  to  relieve  available  physicians  of  cer- 
tain responsibilities,  a trend  emerging  within  the  civilian  health  care  community.6 

As  certain  incentive  programs  to  enhance  AMEDD  procurement  evolved,  others 
were  terminated.  On  balance,  the  Army  Medical  Corps  gain  in  funded  initiatives 
such  as  the  Health  Professions  Scholarship  Program,  Uniformed  Services  Univer- 
sity of  the  Health  Sciences,  and  special  pay  programs  ultimately  was  offset  to  some 
degree  by  the  Army  Nurse  Corps  loss  of  educational  subsidies  such  as  the  Army 
Student  Nurse  Program  and  Army  Registered  Nurse  Program.  To  pay  for  these 
programs  to  support  physician  recruitment,  the  Army  leadership  shifted  assets  and 
eliminated  Army  Nurse  Corps  educational  procurement  incentives.  Each  participant 
in  an  Army  Nurse  Corps  student  program  was  commissioned  in  the  last  six  months 
of  his  or  her  training  program,  thereby  occupying  one  active  duty  personnel  slot.  To 
tie  up  hundreds  of  billets  with  no  immediate  return  over  a period  of  up  to  six  months 
was  no  longer  possible.  Another  consideration  was  economic,  an  unavoidable  con- 
sequence in  the  postwar  context  of  strict  financial  retrenchment,  leading  to  the  trun- 
cation or  elimination  of  long-standing  Army  Nurse  Corps  programs.  Because  the 
Army  Nurse  Corps  was  managing,  albeit  with  difficulty,  to  maintain  its  authorized 
strength  in  the  immediate  post-Vietnam  War  era,  the  Corps  ended  the  Army  Reg- 
istered Nurse  Program  and  the  Army  Student  Nurse  Program  in  1975  and  closed 
the  Walter  Reed  Army  Institute  of  Nursing  in  1978. 7 Meantime,  the  Army  Nurse 
Corps  continued  its  successful  recruiting,  which  some  believed  was  the  seeds  of  its 
undoing.8  The  AMEDD  justified  its  decisions  to  cut  educational  subsidy  programs 
by  explaining  that  any  future  Army  Nurse  Corps  recruiting  deficits  could  be  eas- 
ily remedied.  One  recommendation  was  to  suspend  the  basic  educational  standard 
for  entry  into  the  active  component  of  the  Corps  (set  by  a 1 974  regulation  at  the 
baccalaureate  degree  level)  and  accept  non-baccalaureate  nurses,  that  is,  diploma 
graduates  or  associate  degree  nurses.9  However,  Army  Nurse  Corps  leaders  did  not 
resort  to  such  a strategy.  Following  the  unsuccessful  warrant  officer/associate  de- 
gree nurse  program  of  the  Vietnam  War  era,  the  only  nurses  accessed  to  active  duty 


Evolution  and  Reorganization 


5 


were  those  with  baccalaureate  degrees.  College  Reserve  Officers’  Training  Corps 
(ROTC)  programs  with  or  without  scholarships  for  prospective  Army  Nurse  Corps 
officers  seemed  a promising  source  for  future  Army  nurses.  Army  ROTC  first  ac- 
cepted women  as  cadets  in  1972  and,  as  hoped,  this  program  has  provided  more  and 
more  Army  nurses  with  the  passage  of  time.10 

The  Army  also  restructured  its  forces  as  part  of  the  modernization  and  reform 
of  the  post-Vietnam  institution.  Organizational  changes  began  in  January  1973 
and  were  virtually  completed  by  December  1975,  but  planning  had  been  ongoing 
since  1967,  particularly  within  the  AMEDD  through  the  Worldwide  Organization- 
al Structure  for  Army  Medical  Support  Study  Group.11  Several  factors  precipitated 
the  massive  organizational  makeover  of  the  Army.  These  factors  included  the  ur- 
gent necessity  for  more  efficient  use  of  people  and  money,  the  increased  reliance 
on  the  reserves,  the  need  for  greater  levels  of  readiness,  and  the  commitment  to 
enhance  esprit  de  corps  and  service  members’  morale,  which— it  was  thought— 
would  render  the  Army  a more  attractive  career  choice  in  the  context  of  the  mod- 
em volunteer  army.12  The  reorganization  also  reflected  the  prevailing  opinion  that 
the  Army  should  assume  a lower  profile  and  decentralize  its  operations  and  com- 
mand functions  away  from  Washington,  D.C.  In  the  immediate  post- Vietnam  War 
period,  both  the  wearing  of  uniforms  and  the  massive  military  presence  in  Mili- 
tary District  of  Washington  arguably  were  projecting  an  unpalatable  image  of  the 
nation’s  capital  as  an  “armed  fortress.”13  Key  among  the  organizational  changes 
for  the  Army  was  the  elimination  of  the  Continental  Army  Command  and  the  cre- 
ation of  the  Forces  Command,  Training  and  Doctrine  Command,  and  HSC.14 

On  1 April  1973,  HSC  evolved  at  Fort  Sam  Houston,  Texas;  it  was  completely 
functional  by  1 July  1973.  Major  General  Spurgeon  H.  Neel,  a Medical  Corps  of- 
ficer, was  HSC’s  first  commander.15  He  functioned  under  the  direct  supervision  of 
the  chief  of  staff  of  the  U.S.  Army.16  From  the  outset,  HSC  assumed  command  of 
almost  all  Medical  Centers,  General  Hospitals,  and  Medical  Department  Activi- 
ties, the  Academy  of  Health  Sciences,  and  certain  other  installations  and  activities, 
predominantly  within  the  continental  United  States.17  Formerly,  the  command  of 
most  of  these  facilities  was  vested  in  the  local  post  commander  and  ultimately 
resided  under  the  jurisdiction  of  the  commander,  Continental  Army  Command.18 
Frequently  this  command  and  control  structure  created  financial  issues.  Installa- 
tion commanders  often  favored  funding  of  other  higher  priority  on-post  programs 
over  the  needs  of  the  local  MTFs.  Thus,  HSC  evolved  into  a Major  Command 
not  only  to  consolidate  the  continental  U.S.  health  care  system  but  also  to  foster 
equitable  resource  distribution.19 

As  a Major  Command,  HSC’s  mission  generally  encompassed  health  care 
delivery,  medical  combat  doctrine  development,  and  provider  education.  First, 
the  command  furnished  health  care  services  for  the  Army  within  the  continental 
United  States,  Alaska,  Hawaii,  and  Panama,  using  a “single-manager  approach.” 
The  professional  services  encompassed  “hospitalization,  outpatient  care,  environ- 
mental hygiene,  dental  care,  veterinary  services,  nursing  care,  physical  and  oc- 
cupational therapy,  and  dietetic  services.”20 
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Gradually,  the  responsibility  for  some  Army  Nurse  Corps  operations  that  previ- 
ously had  resided  in  the  Office  of  The  Surgeon  General,  Continental  Army  Com- 
mand, and  the  various  Army  area  headquarters  moved  to  HSC.21  Colonel  Virginia 
L.  Brown  was  the  senior  officer  among  the  12  Army  nurses  first  assigned  to  HSC, 
and  she  served  as  the  first  chief  of  the  Nursing  Division  and  chief  nurse  of  HSC. 
Brigadier  General  Lillian  Dunlap,  the  chief  of  the  Army  Nurse  Corps  at  that  time, 
appointed  Brown  to  this  newly  created  position  because  it  required  “someone 
who  was  knowledgeable  and  a good  staff  officer.”  Other  criteria  that  Dunlap 
deemed  crucial  for  this  post  included  abilities  to  deal  with  complex  organiza- 
tional relationships,  gamer  respect  among  colleagues,  and  demonstrate  loyalty 
in  personal  relations.  Dunlap  recalled  that  Brown  “was  one  of  the  best  choices  I 
ever  made.”22 

Among  the  12  original  Army  Nurse  Corps  officers  assigned  to  HSC  were  a 
nurse  consultant,  a nurse  staff  officer,  an  ambulatory  care  nurse  administrator,  and 
an  Army  health  nurse  consultant.23  Another  Army  Nurse  Corps  officer  served  in 
the  Troop  Basis  Branch.24 

Four  of  the  12  Army  nurses  functioned  on  the  HSC  Manpower  Team.25  This 
unit  developed  policies  for  management  of  manpower  resources;  conducted  on- 
site surveys  at  installations  to  evaluate  manpower  requirements;  and  programmed, 
controlled,  and  allocated  command  military  and  civilian  manpower  resources.26 
They  usually  surveyed  all  HSC  facilities  such  as  hospitals,  clinics,  garrisons,  den- 
tal labs,  and  schools  onsite  on  a biennial  basis.  Thus,  the  four  Army  nurses,  ap- 
proximately 12  Medical  Service  Corps  officers,  and  six  civilian  employees  of  the 
Manpower  Survey  Branch  were  grouped  into  three  teams,  which  were  in  travel 
status  for  50  percent  of  their  duty  time.  The  primary  mission  of  the  branch  was 
to  determine  staffing  needs.  However,  because  the  Army  Nurse  Corps  officers 
were  “the  only  clinical  professionals  in  the  branch,”  they  had  an  additional  charge 
while  on  temporary  duty  to  the  various  HSC  installations,  serving  as  consultants 
on  matters  of  nursing  as  well  as  surveyors  of  manpower  conditions.27 

Two  Army  Nurse  Corps  officers  served  as  the  first  Army  nurses  on  the  HSC 
Inspector  General  team.28  The  team’s  primary  areas  of  concern  were  monitoring 
nursing  mission  performance  and  quality  of  care  issues  in  nursing  departments  in 
the  various  MTFs  of  HSC.29  Dunlap  disclosed  that  it  was  a challenge  to  achieve 
the  integration  of  Army  nurses  in  the  various  HSC  missions.  She  recalled  that 
the  Army  Nurse  Corps  “had  to  fight  for  spaces  every  time.”  Other  branches  chal- 
lenged their  presence,  asking,  “Why  do  you  need  nurse  spaces?”  Dunlap  relied 
on  her  administrative  background  and  working  relationships  cemented  in  past 
assignments  to  counter  the  opposition.  She  recalled  that 

“.  . . fortunately,  one  of  the  officers  who  was  the  IG  [inspector  general]  officer  had  been  the  IG  up 
in  The  Surgeon  General’s  Office  and  had  been  a student  of  mine  when  I was  teaching  in  [the]  hospital 
admin [istration  course],  ...  he  appreciated  and  wanted  a nurse  on  the  IG  team.  We  really  worked  hard 
in  establishing  and  trying  to  work  within  the  formal  organizational  structure,  but  recognized  that  we 
had  to  work  in  an  informal  structure  also,  to  be  kept  fully  informed.”30 
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Pictured  is  Colonel  Virginia  L.  Brown,  first  chief  of  the  Nursing  Division  and  first  chief  nurse  of  the 
Health  Services  Command  (1973). 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Although  the  shape  of  the  Army  organization  changed,  the  ceaseless  bureau- 
cratic struggle  remained  constant.  Also,  the  pervasive  organizational  culture  did 
not  change.  The  need  to  justify  the  existence  of  nursing,  the  necessity  to  explain 
its  role,  and  the  prodigious  effort  to  gain  and  retain  resources  remained  the  same. 

After  existing  approximately  one  year,  HSC  underwent  an  evaluation.  During 
the  year,  a report  noted  that  the  Nursing  Division  inspected  43  installations  to 
evaluate  the  quality  of  patient  care  and  suggest  methods  for  improvement.  The  as- 
sessment also  showed  that  the  division  was  developing  guidelines  of  care  for  the 
new  nurse  clinicians,  as  the  original  nurse  practitioners  were  called.  The  division 
had  also  achieved  official  recognition  through  manpower  surveys  for  selected 
nurse  clinician  slots.  The  report  also  recognized  and  authorized  a number  of  ward 
clerk  spaces.  Additionally,  HSC  promoted  the  formation  of  audit  committees  in 
various  treatment  facilities  to  develop  criteria  to  bring  facilities  into  compliance 
with  the  requirements  of  the  civilian  accrediting  body,  the  Joint  Commission  for 
the  Accreditation  of  Hospitals.31  The  division  also  set  up  a mechanism  for  chief 
nurses  to  request  temporary  replacement  staff  from  HSC  during  times  of  acute 
personnel  shortages.32  The  report  had  no  negative  findings. 

Another  major  mission  of  HSC  was  to  provide  education  for  AMEDD  per- 
sonnel. It  was  thought  that  better-educated  health  providers  would  enhance  the 
quality  of  health  care  that  would,  in  turn,  improve  the  quality  of  life  for  service 
members  and  their  families.  This  then  would  promote  recruitment  and  retention 
in  the  all-volunteer  army.33  HSC  launched  the  Academy  of  Health  Sciences  at  Fort 
Sam  Houston,  Texas,  to  support  this  arm  of  the  mission.34  The  Academy  of  Health 
Sciences  assumed  the  functions  of  both  the  Medical  Field  Service  School  and 
the  Medical  Training  Center.  Both  of  these  latter  organizations,  whose  emphases 
were  officer  and  enlisted  training,  respectively,  ceased  to  exist  as  such. 

The  massive  reorganization  also  shuffled  positions  in  the  Office  of  The  Surgeon 
General,  which  evolved  into  an  Army  staff  agency  with  proponency  for  the  world- 
wide AMEDD  program.  It  placed  The  Surgeon  General  (TSG)  in  a staff  position 
subordinate  to  the  Army  chief  of  staff.35  TSG  retained  the  traditional  medical  and 
administrative  duties  and  functioned  as  chief  of  the  AMEDD  worldwide.  TSG’s 
global  responsibilities,  to  name  but  a few,  were  the  formulation  of  health  policy, 
the  exercise  of  accountability  for  AMEDD  personnel  management,  the  planning 
and  directing  of  medical  training,  the  setting  of  Army  health  standards,  and  the 
overseeing  of  research  and  development  activities.  In  this  latest  organizational 
matrix,  the  chief  of  the  Army  Nurse  Corps  enjoyed  direct  access  to  TSG.  She 
exercised  special  staff  supervision  over  all  Army  Nurse  Corps  officers;  directed 
nursing  doctrine,  practice,  standards,  and  education;  approved  supplies  and  equip- 
ment used  by  Army  nurses;  proposed  and  reviewed  legislation  affecting  Army 
nurses;  and  served  as  liaison  for  nursing  matters  with  civilian  nursing  organiza- 
tions, other  agencies,  and  governments.36  The  Corps  chief  also  had  responsibility 
for  nursing  policy  within  the  Army  Reserve  and  National  Guard.37  In  1975,  Army 
staff  elements  of  the  Surgeon  General’s  Office  moved  from  the  Forrestal  Building 
on  Independence  Avenue  in  Washington,  D.C.,  across  the  Potomac  River  to  the 
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Pentagon.  The  move’s  purpose  was  to  improve  collaboration  and  efficiency,  to 
enhance  access  by  the  chief  of  staff,  and  “to  consolidate  all  staff  agencies”  under 
a single  roof.38 

In  this  decade  of  turbulent  change,  still  another  reorganization  occurred  in  the 
Surgeon  General’s  Office.  TSG  formed  four  internal  directorates:  (1)  Resources 
Management,  (2)  Health  Care  Operations,  (3)  Personnel,  and  (4)  Professional 
Services.39  The  AMEDD  assigned  a number  of  Army  nurses,  including  the  nurse 
consultant,  to  the  Directorate  of  Health  Care  Operations.40  Additionally,  in  1972, 
planners  realigned  the  Army  Nurse  Corps  Branch,  situating  it  under  the  Director- 
ate of  Personnel,  Army  Medical  Department  Personnel  Support  Agency.  At  that 
time,  the  branch  adopted  a new  identity  as  the  Career  Activities  Office  with  two 
functional  subunits:  (1)  Career  Planning  and  (2)  Assignments.41 

Another  major  change  in  the  post-Vietnam  era  was  the  political  decision  to 
assign  an  earlier,  more  active  and  inclusive  role  for  the  Army  Reserve  and  Nation- 
al Guard  components.  During  the  Vietnam  War,  only  a handful  of  reserve  units 
served  on  active  duty.  In  contrast,  after  the  Vietnam  War,  the  Army  Reserve  and 
National  Guard  were  given  a larger  part  to  play  in  future  conflicts.  The  Total  Army 
Concept,  the  existing  doctrine,  specified  that  in  the  event  of  war,  the  active  Army 
would  assume  the  immediate  taskings,  while  the  reserve  components  would  serve 
as  a follow-up  force.  New  doctrine  specified  that  the  reserve  unit  might  augment 
and  concurrently  contribute  to  the  active  component’s  mission.  Thus,  reserve  units 
had  to  assume  their  assignments  promptly  and  efficiently  as  a result  of  the  train- 
ing and  planning  relationships  they  established  during  implementation  of  mutual 
support  activities,  variously  referred  to  as  Affiliation,  Roundout,  and  Capstone 
concepts.42  However,  the  Total  Army  Doctrine  brought  its  own  set  of  issues. 

One  major  challenge  faced  by  the  Army  Reserve  and  National  Guard  compo- 
nents was  the  age-old  question  of  adequacy  of  numbers.  Army-wide  attrition  rates 
in  the  reserve  components  were  exceedingly  high  in  the  1970s,  a reaction  to  the 
end  of  the  coercive  effect  of  the  draft  and  the  wide-ranging  antimilitary  sentiment 
of  the  time.  The  mobilization  requirement  (the  number  required  to  go  to  war)  of 
the  Army  National  Guard  overall  was  short  70,000  soldiers.  U.S.  Army  Reserve 
strength  was  less  than  half  of  its  mobilization  requirement.43  Difficulty  in  filling 
reserve  authorizations  involved  not  only  finding  applicants  but  also  finding  those 
who  met  the  established  standards.  As  discussed  later  in  this  volume,  maintaining 
an  adequate  reserve  force  of  nurses  similarly  proved  problematic. 

A final  factor  that  profoundly  shaped  the  Army  Nurse  Corps  of  the  1970s  was 
the  national  feminist  movement  that  struggled  to  obtain  equality  for  women  in  all 
aspects  of  American  life.  Earlier  in  the  century,  the  women’s  suffrage  movement 
left  its  mark  on  the  Army  Nurse  Corps  trajectory  to  officer  status,  albeit  only  rela- 
tive rank,  and  to  other  benefits  such  as  retirement  for  service  and/or  disability  for 
Army  nurses.  Likewise,  the  women’s  liberation  crusade  of  the  1960s  and  1970s 
had  a powerful  effect  on  the  status  of  military  women. 

However,  a unique  group,  predating  the  recent  women’s  liberation  movement, 
coalesced  and  began  to  serve  as  an  advocate  in  support  of  women  in  the  military. 
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General  George  C.  Marshall,  then  secretary  of  defense,  created  The  Defense 
Advisory  Committee  on  Women  in  the  Services  in  1951.  Composed  of  selected, 
usually  influential,  civilians,  the  committee  members  were  appointed  by  the  sec- 
retary of  defense  and  served  a three-year  term.  The  committee  directed  itself  to 
such  objectives  as  providing  consultation  on  women’s  concerns  to  the  secretary 
of  defense  and  serving  as  a conduit  between  the  civilian  and  the  military  worlds 
as  spokespersons  on  behalf  of  military  women.  Defense  Advisory  Committee  on 
Women  in  the  Services  membership  rolls  occasionally  included  prominent  civil- 
ian nurse  leaders.  Its  contributions  to  military  nursing  included  such  achievements 
as  promoting  equal  housing  and  equitable  treatment  in  the  service  and  publicizing 
to  support  recruiting  efforts,  particularly  in  times  of  nursing  shortages.44 

The  women’s  movement  also  had  significant  consequences  in  the  personal 
and  professional  lives  of  military  women.  A very  determined  women’s  libera- 
tion movement  achieved  a number  of  incremental  victories  in  the  struggle  against 
sexism.  In  the  early  1960s,  President  John  F.  Kennedy  appointed  former  First 
Lady  Eleanor  Roosevelt  to  the  helm  of  a Presidential  Commission  on  the  Status 
of  Women.  This  commission  sought  to  assess  “women’s  place  in  the  economy, 
the  family,  and  the  legal  system.”  Its  final  report,  submitted  in  1963,  brought  to 
light  women’s  issues  such  as  “discrimination  in  employment,  unequal  pay,  lack  of 
social  services  such  as  child  care,  and  continuing  legal  inequality.”  The  commis- 
sion’s efforts  resulted  in  new  legislation,  including  a presidential  order  mandating 
gender- free  hiring  for  federal  jobs  and  the  passage  of  the  Equal  Pay  Act  of  1963 
that  promulgated  equal  pay  for  equal  work  in  both  the  federal  and  private  work- 
force. The  mid-1960s  brought  the  passage  of  the  Civil  Rights  Act,  the  creation  of 
the  Equal  Employment  Opportunity  Commission,  and  the  birth  of  the  National 
Organization  for  Women,  a private  organization  whose  articulated  objective  was 
to  “take  action  to  bring  women  into  full  participation”  so  that  they  might  assume  a 
totality  of  “privileges  and  responsibilities  ...  in  truly  equal  partnership  with  men.” 
By  1972,  Congress  had  endorsed  the  Equal  Rights  Amendment.45  However,  only 
35  states  subsequently  ratified  the  proposed  amendment 46  Nonetheless,  the  ever- 
increasing  tide  of  women’s  activism  ultimately  resulted  in  “changing  patterns  of 
societal  expectations,”  and  its  outcomes  were  felt  in  “the  military  organization 
itself.”47  Social  change  with  the  overwhelming  magnitude  of  the  women’s  move- 
ment could  not  fail  to  create  a variety  of  aftershocks  that  reverberated  through  the 
foundations  of  the  military  world. 

Change  that  could  be  attributed  at  least  in  part  to  the  women’s  movement  was 
evident  in  the  education  of  potential  female  officers.  In  1972  the  Army  began  a 
pilot  program,  admitting  women  to  ROTC  at  10  civilian  colleges  and  universities. 
The  experiment  succeeded  beyond  all  expectations.  By  1979,  25  percent  of  all 
Army  ROTC  cadets  were  women 48 

Having  achieved  entrance  into  ROTC,  women  visionaries  and  their  advocates 
turned  their  attention  to  having  women  appointed  to  the  service  academies.  How- 
ever, certain  congressmen  and  Department  of  Defense  (DoD)  officials  vehement- 
ly opposed  the  idea.  The  Army  as  a whole,  including  Brigadier  General  Mildred 
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Bailey,  director  of  the  Women’s  Army  Corps,  opposed  the  notion.  Bailey  argued 
that  the  Army  could  attract  as  many  women  as  it  needed  “at  no  expense  to  the 
government”  and  questioned,  “Why  should  we  spend  money  to  train  them?”  She 
concluded  that  the  military  should  devote  more  time  to  issues  of  “national  de- 
fense” and  less  attention  to  “items  like  this  that  we  don’t  need  and  that  would  not 
really  serve  a useful  purpose.”49  Lawsuits,  congressional  hearings,  and  challenges 
to  the  precedent  banning  women  from  the  service  academies  soon  followed.  In 
spite  of  all  efforts  to  the  contrary,  a bill  authorizing  the  admission  of  women  to  the 
military  academies  passed  Congress  and  was  signed  into  law  on  7 October  1975. 
In  1976  West  Point  admitted  its  first  female  cadets  for  the  class  of  1980. 50 

Another  element  of  inequity  affected  significantly  by  the  women’s  movement 
was  spousal  rights.  Before  1973,  married  military  women  were  forced  to  prove 
that  they  contributed  more  than  half  of  the  total  family  financial  support  for  their 
civilian  husband  before  the  spouse  was  eligible  for  certain  entitlements.  These 
benefits  included  medical  care,  on-post  housing  or  an  off-post  housing  allowance, 
and  commissary  and  exchange  shopping  privileges.  In  contrast,  these  stringent 
restrictions  were  not  levied  on  families  in  which  the  husband  was  the  military 
member.  The  1973  Supreme  Court  ruling  in  the  case  of  Frontiero  v.  Richardson 
rendered  the  requirement  to  prove  the  degree  of  family  support  unconstitution- 
al.51 Additionally,  the  Court  directed  the  comptroller  general  of  the  Army  to  pay 
women  retroactively  for  any  Basic  Allowance  for  Quarters,  Family  Separation 
Allowance,  Station  Housing  Allowance,  Cost  of  Living  Allowance,  Temporary 
Lodging  Allowance,  Dislocation  Allowance,  and  Dependent  Travel  Allowance  to 
which  they  were  entitled.52 

The  long-standing  policy  barring  women  in  the  military  from  maintaining  cus- 
tody of  minor  children  (those  under  18  years  of  age)  also  came  under  scrutiny 
in  the  1970s.  To  provide  care  in  the  home  for  children,  whether  adopted,  step- 
children, or  biological  children,  a military  woman  had  to  seek  a waiver.  Such  a 
stipulation  was  never  imposed  on  male  officers  who  had  sole  custody  of  their  mi- 
nor children.  Regardless,  women  had  to  obtain  a formal  approval  to  override  the 
prohibition.  The  waiver  process  was  arduous  and  time-consuming,  and  a positive 
response  to  the  application  was  never  a matter  of  certainty.  However,  after  a num- 
ber of  protracted  challenges  and  battles  waged  by  concerned  women  throughout 
the  military  services,  DoD  lifted  the  requirement  for  waivers  in  1975.  Thereafter, 
military  women  were  not  prohibited  by  tradition,  policy,  regulation,  or  law  from 
being  the  primary  caretakers  of  their  minor  children.53 

The  next  hurdle  involved  the  contentious  and  emotion-laden  subject  of  service- 
women’s  pregnancies.  The  campaign  for  pregnancy  rights  also  entailed  a progres- 
sion of  challenges  and  litigation.54  Up  to  this  time,  DoD- wide  policy  mandated  the 
immediate  discharge  of  pregnant  women  irrespective  of  the  wishes  of  the  service- 
member.  But  by  the  early  1970s,  radical  change  was  on  the  horizon.  After  several 
years  of  impassioned  and  volatile  dialogue,  DoD  finally  directed  all  services  in 
October  1970  to  allow  pregnant  servicewomen  the  right  to  submit  a waiver  to 
remain  on  active  duty.  The  pregnant  service  member  was  to  send  the  waiver  to  the 
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Department  of  the  Army,  where  it  was  to  be  reviewed  on  a case-by-case  basis.  It 
might  or  might  not  be  approved.55  By  April  1971  the  Army  complied  with  the  di- 
rective but  followed  a policy  allowing  only  pregnant  soldiers  who  were  married  to 
remain  on  active  duty.  In  December  1973  the  Army  amended  the  policy  to  allow 
all  pregnant  service  members,  “regardless  of  marital  status,  to  request  retention 
on  active  duty.”  By  1974  more  than  3,000  pregnant  service  members,  represent- 
ing 6 percent  of  all  enlisted  women,  were  leaving  the  services  annually.  Thus, 
DoD  concluded  that  “the  involuntary  separation  with  waiver  policy  [was]  no  lon- 
ger ‘viable’.”  Consequently,  DoD  eliminated  the  requirement  to  seek  a waiver 
and  discontinued  involuntary  separations  because  of  pregnancy.  After  September 
1974  all  pregnant  officers  were  allowed  to  elect  to  remain  on  active  duty.  DoD 
granted  enlisted  women  the  same  right  in  April  1975. 56 

Among  all  the  services,  the  Army  was  most  unyielding  and  reluctant  to  ac- 
cept the  DoD  directive,  to  change  their  system,  and  to  accommodate  all  pregnant 
women,  perhaps  because  of  the  positions  taken  by  some  of  its  leaders.  For  in- 
stance, Brigadier  General  Elizabeth  Hoisington,  Women’s  Army  Corps  director 
from  1966  to  1971,  strongly  opposed  allowing  married  women  and  mothers  to 
serve.57  Army  senior  leaders  routinely  used  a number  of  delaying  tactics,  request- 
ing impact  statements,  suggesting  modifications  of  policy,  and  announcing  post- 
ponements of  policy  implementation.  Still  largely  dissatisfied  with  the  policy  as 
late  as  1978,  the  Army  continued  to  try  to  reverse  the  directive  but  failed  in  one 
final  attempt  when  the  director  of  the  Women’s  Army  Corps  and  strong  advocate 
for  women’s  rights  in  the  military,  Brigadier  General  Mary  E.  Clarke,  sided  with 
the  pregnant  women’s  advocates  and  refused  to  support  the  Army’s  resistance 
any  longer.  Overwhelming  forces  compelled  the  Army  to  fully  comply  with  the 
DoD  edict  in  the  long  run  and  forced  the  institution  to  give  the  pregnant  soldier 
her  choice  to  leave  or  remain  in  the  service.  Although  other  attempts  to  regress  to 
the  old  involuntary  discharge  for  pregnancy  policy  followed  in  subsequent  years, 
each  one  failed.58  In  the  final  analysis,  the  tidal  wave  of  societal  change  overcame 
long-standing  military  tradition. 

All  of  these  national  influences  and  military  issues  spurred  a building  momen- 
tum of  change  and  created  a vast  ripple  effect  that  coursed  through  the  world 
of  Army  nursing.  Although  external  forces  imposed  some  of  the  realities,  others 
evolved  from  within  the  Army  and  the  Army  Nurse  Corps.  The  Corps  managed 
some  issues  with  painstaking  wisdom  and  foresight.  It  confronted  others  in  a spon- 
taneous fashion.  It  viewed  some  challenges  with  distrust  and  resistance,  while  it 
welcomed  and  embraced  others  with  enthusiasm.  The  post-Vietnam  Army  Nurse 
Corps  evolved  into  a new  chapter  defined  by  golden  opportunities,  puzzling  ques- 
tions, unprecedented  changes,  and  uncertain  trends. 

In  the  late-  and  post-Vietnam  era,  recurring  change  also  occurred  in  the  se- 
nior leadership  ranks  of  the  Army  Nurse  Corps.  Three  distinguished  Army  Nurse 
Corps  officers  served  in  that  time  frame  as  successive  chiefs  of  the  Army  Nurse 
Corps  and  left  their  imprint  for  decades  to  come.  Their  organizational  skills,  acu- 
men, extensive  experience,  and  practical  wisdom  greatly  enhanced  the  day-to-day 
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Pictured  is  Brigadier  General  Lillian  Dunlap,  14th  chief  of  the  Army  Nurse  Corps  from  1971  to 
1975. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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function  of  the  Corps. 

Dunlap,  previously  chief  nurse  of  Walter  Reed  Army  Medical  Center,  assumed 
the  responsibilities  of  the  chief  of  the  Army  Nurse  Corps  and  simultaneously  was 
promoted  to  brigadier  general  on  1 September  1971.  Dunlap  followed  her  prede- 
cessor, Brigadier  General  Anna  Mae  V.  Hays.  Colonel  Louise  C.  Rosasco  was  the 
first  in  a series  of  assistant  chiefs  of  the  Corps  under  Dunlap  until  she  retired  in 
December  1971,  after  which,  Colonels  Edith  J.  Bonnet,  Rose  V.  Straley,  and  Edith 
M.  Nuttall  subsequently  served. 

Dunlap’s  initial  tenure  as  chief  of  the  Corps  coincided  with  the  drawdown  of  the 
Vietnam  War.  She  presided  over  the  final  Army  Nurse  Corps  presence  in  South- 
east Asia  and  guided  the  Corps  through  the  tumultuous  transition  to  a period  of 
national  peace  and  phenomenal  change.  Dunlap  adeptly  managed  the  introduction 
of  the  expanded  practice  movement  that  augmented  the  Army  Nurse  Corps  exper- 
tise, aptitudes,  and  abilities  to  make  an  even  greater  contribution  to  the  health  of 
the  Army.  Additionally,  she  continued  the  efforts  of  prior  chiefs  of  the  Corps  in 
promoting  improved  levels  of  education  for  Army  nurses. 

After  33  years  of  active  duty,  Dunlap  retired  from  the  Army  in  September  1975, 
but  never  relinquished  her  sense  of  commitment  to  the  Army  and  the  Army  Nurse 
Corps.  Her  retirement  years  continued  to  be  equally  prolific.  She  enthusiastically 
supported  the  Retired  Army  Nurse  Corps  Association  and  the  Army  Medical  De- 
partment Museum,  and  she  served  on  many  charitable  boards  and  nonprofit  foun- 
dations. Dunlap  died  on  3 April  2003  in  her  hometown,  San  Antonio,  Texas. 

On  1 September  1975,  Colonel  Madelyn  N.  Parks,  formerly  chief  of  the  Depart- 
ment of  Nursing  at  Walter  Reed  Army  Medical  Center  and  earlier  chief  nurse  of 
the  Forces  Command,  assumed  her  responsibilities  as  the  15th  chief  of  the  Army 
Nurse  Corps,  replacing  Dunlap.  Parks  was  the  third  Army  Nurse  Corps  officer 
to  be  promoted  to  the  rank  of  brigadier  general.  Colonels  Edith  M.  Nuttall  and 
Virginia  L.  Brown  served  in  turn  as  Parks’  assistant  chiefs  of  the  Army  Nurse 
Corps. 

Park’s  four-year  assignment  at  the  helm  of  the  Army  Nurse  Corps  happened 
in  exceedingly  turbulent  times.  In  four  brief  years,  she  confronted  many  com- 
plex issues,  such  as  a major  transformation  of  the  organization,  a persistent  short- 
age of  nurses,  shifting  personnel  policies,  and  seismic  doctrinal  and  role  changes 
against  the  backdrop  of  a rapidly  changing  larger  U.S.  society.  With  a steady  hand, 
Parks  led  the  Army  Nurse  Corps  through  the  troubled  post-Vietnam  era  across 
the  threshold  of  a new  day.  Her  tenure  continued  until  31  August  1979,  when  she 
retired  from  active  Army  service.  Following  her  retirement,  Parks  resided  in  San 
Antonio,  Texas.  This  veteran  of  World  War  II,  Korea,  and  Vietnam  passed  away 
on  24  November  2002. 

In  1979  Colonel  Hazel  W.  Johnson,  a former  director  of  the  Walter  Reed  Army 
Institute  of  Nursing  and  chief  nurse  of  the  18th  Medical  Command  in  Korea, 
became  the  16th  chief  of  the  Army  Nurse  Corps.  She  was  Park’s  successor.  John- 
son was  the  first  nurse  with  a doctorate  to  serve  as  the  chief  of  the  Army  Nurse 
Corps  and  the  first  African-American  female  general  officer  in  DoD.  During  the 
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Pictured  is  Brigadier  General  MadelynN.  Parks,  1 5th  chief ofthe  Army  Nurse  Corps  from  1975  to  1979. 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Pictured  is  Brigadier  General  Hazel  W.  Johnson,  1 6th  chiefofthe  Army  Nurse  Corps  from  1979to  1983. 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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first  months  of  Johnson’s  tenure,  Colonel  Virginia  L.  Brown  served  as  her  deputy. 
Following  Brown’s  retirement,  Colonel  Connie  L.  Slewitzke  became  the  assistant 
chief  of  the  Corps. 

Like  her  predecessor,  Johnson  dealt  with  many  unparalleled  changes  and  chal- 
lenges that  exerted  a significant  impact  on  the  careers  and  practice  lives  of  Army 
nurses.  Additionally,  she  refined,  strengthened,  and  professionalized  many  facets 
of  Army  Nurse  Corps  life.  Both  Johnson  and  Slewitzke  served  as  incumbents  in 
these  two  most  senior  positions  until  31  August  1983. 

Following  her  retirement,  Johnson  remained  extremely  active  in  professional 
nursing.  She  served  for  several  years  as  the  director  of  governmental  affairs  for 
the  American  Nurses  Association.  At  the  same  time  she  was  an  assistant  professor 
in  nursing  administration  at  Georgetown  University  in  Washington,  D.C.  Johnson 
also  accepted  a full  professorship  in  the  School  of  Nursing  at  George  Mason  Uni- 
versity in  Fairfax,  Virginia. 

The  Army  Nurse  Corps  was  fortunate  to  have  such  exceptionally  inspired  lead- 
ers in  the  tough  times  that  followed  the  Vietnam  War.  As  a result  of  its  caring 
diligence,  the  Army  Nurse  Corps  survived  and  for  the  most  part  thrived  in  this 
difficult  era. 
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Gender  and  Minority  Issues 


oncems  related  to  the  gender,  marital,  parental,  racial,  and  ethnic  status 


of  the  Army  Nurse  Corps  officer  became  more  manifest  after  the  Vietnam 


War.  Issues  and  challenges  that  may  have  existed  in  the  past  assumed 
greater  significance,  generated  more  attention,  sparked  heated  discussion,  and 
demanded  fair  resolution.  Among  these  were  details  relating  to  male  nurses,  of- 
ficers’ marital  status,  spousal  benefits,  pregnancy,  parenting,  sexual  harassment, 
racial  and  ethnic  diversity,  and  discrimination. 

In  the  post-Vietnam  era,  more  and  more  male  nurses  filled  the  ranks  of  the 
Army  Nurse  Corps.  In  the  early  days  of  the  Vietnam  War,  men  comprised  only 
3 percent  of  the  Army  Nurse  Corps,  but  between  1973  and  1984  the  percentage 
of  male  Army  nurses  rose  to  28.4  percent.1  This  development  was  somewhat  sur- 
prising because  the  draft  had  disappeared  and  men  were  no  longer  compelled  by 
law  to  serve  in  the  nation’s  armed  forces.  Conjecture  sought  to  explain  the  trend. 
Some  believed  male  nurses  were  attracted  to  the  Army  Nurse  Corps  rather  than  ci- 
vilian nursing  because  of  the  better  promotion  opportunities  that  led  to  improved 
pay  and  greater  responsibility.  Others  thought  that  the  prospect  of  global  travel,  a 
generous  retirement,  and  comprehensive  health  benefits  were  drawing  men  away 
from  comparable  civilian  positions  into  the  ranks  of  the  Army  Nurse  Corps.  Still 
others  believed  that  the  availability  of  educational  programs,  both  civilian  and 
military,  drew  male  nurses  into  the  Corps.2  Moreover,  many  of  the  men  had  fami- 
lies to  support,  and  the  service  provided  a comfortable  living.  The  Army  then  was 
a traditionally  male  environment  whose  ethos  undoubtedly  appealed  as  a way  of 
life  to  male  nurses. 

As  numbers  of  male  nurses  grew  significantly,  several  phenomena  emerged. 
First,  male  officers  seemed  to  gravitate  naturally  to  a few  areas  of  specialty,  such 
as  anesthesia,  within  the  Army  Nurse  Corps.  In  1971 , 68  percent  of  all  nurse  anes- 
thetists in  the  Army  were  men.3  Second,  men  also  opted  for  careers  in  health  care 
administration.  In  1976,  General  Madelyn  Parks  expressed  some  dismay  over  this 
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trend,  perhaps  surmising  that  male  Army  nurses  were  engineering  a takeover  of 
the  specialty.  When  discussing  the  Health  Care  Administration  Course,  the  mas- 
ter’s preparation  for  the  administrative  role  offered  at  the  Academy  of  Health 
Sciences  in  conjunction  with  Baylor  University,  she  noted  that  there  “were  only 
six  applications”  for  five  slots  in  “the  course  this  year.”  Parks  emphasized  that 
only  “ one  woman  applied.”  The  Corps  chief  explained  that  it  was  her  “policy  and 
the  desire  of  the  Course  Director  that  the  mix  in  the  course  of  male  and  female 
be  maintained  at  the  same  percentage  as  the  Corps— male,  25%;  female,  15%C 
Parks  encouraged  chief  nurses  to  identify  choice  candidates,  presumably  female, 
for  the  course  and  encourage  them  to  apply.  She  expressed  her  preference  for  10 
to  15  applicants  to  ensure  the  quality  and  proper  distribution  of  the  student  popu- 
lation.4 The  obvious  intent  underlying  the  actual  message  to  chief  nurses  was  to 
promote  more  participation  by  female  officers  in  the  health  care  administration 
career  field.  Perhaps  with  more  applicants,  more  latitude  would  be  available  to  se- 
lect the  best-qualified  applicants  for  the  course  in  the  preferred  gender  ratio.  The 
evenhandedness  and  legality  of  such  gender-based  quota  setting  appear  dubious 
and  probably  would  be  taboo  in  today’s  postmodern  era. 

A third  issue  involved  discrimination  against  male  nurses  by  their  female 
counterparts.  Male  nurses  encountered  gender  intolerance  in  the  civilian  side  of 
professional  nursing.  Luther  Christman,  a male  nurse  whose  lengthy  career  was 
highlighted  with  important  accomplishments,  experienced  “more  barriers  than 
most  nurses.”  Christman  attributed  the  long-standing  prejudice  he  encountered  to 
issues  of  control  and  said  “women  in  nursing  have  fought  to  retain  their  power.”5 
Nonetheless,  reports  of  workplace  discrimination  affecting  male  nurses  in  the 
Army  were  mostly  inconclusive.  Individual  experiences  differed.  Some  men 
claimed  to  be  victims  of  bigotry,  while  others  denied  experiencing  any  prejudice. 
Lieutenant  Colonel  Carmen  F.  Riviello  was  one  among  many  male  nurses  in  the 
Army  who  disavowed  being  the  target  of  minority  discrimination.  Reviewing  his 
20  years  of  Army  service,  Riviello  declared  that  he  “never  really  encountered 
any  conflict  with  women  Army  nurses.”  Additionally,  he  added,  “neither  have 
any  of  the  men  nurses  I’ve  known.”  Riviello  asserted  that  “rumors  of  conflict  are 
just  . . . myth.”6 

Others,  however,  stated  that  they  definitely  felt  some  degree  of  discrimination. 
Lieutenant  Colonel  Jim  Sokoloski  reflected: 

“I  can  honestly  say  that  I never  had  a problem  with  a patient  having  me  as  a male  take  care  of  them. 
That  was  never  a problem.  But  I can  recall  some  incidents  when  I was  certainly  made  to  feel  very 
uncomfortable  by  fellow  nurses  that  just  were  not  terribly  excited  about  men  being  involved  in  the 
profession.  ...  It  wasn’t  always  easy  for  us.”7 

Sokoloski ’s  level  of  education  exaggerated  his  minority  status.  Because  he 
came  into  the  Army  when  few  Army  nurses  had  a bachelor’s  degree  and  served 
when  rancor  often  existed  between  the  diploma  graduates  and  those  with  an  aca- 
demic degree,  Sokoloski  received  more  than  a few  hostile  comments.  Diploma 
graduates  would  remark  maliciously,  “You  have  the  degree,  you  should  have  all 
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the  answers,  you’re  so  well-educated.  . . .”8 

As  the  professional  careers  of  the  first  male  Army  nurses  progressed,  they  at- 
tained a number  of  important  landmarks.  On  15  June  1967,  Captain  Lawrence 
Washington  raised  his  right  hand  and  became  the  first  male  Army  nurse  to  be 
sworn  into  the  Regular  Army.9  Less  than  10  years  later,  or  some  20  years  after  the 
Army  Nurse  Corps  first  opened  for  men,  the  first  male  nurse  achieved  the  rank  of 
colonel.  In  April  1974,  Colonel  Lawrence  W.  Scheffner  stood  at  attention  and  had 
colonel’s  eagles  pinned  on  his  shoulders  at  Fort  Sam  Houston,  Texas.10 

Although  the  introduction  of  greater  numbers  of  male  nurses  into  the  Army 
Nurse  Corps  was  largely  a sign  of  progress,  it  also  created  some  points  of  conflict. 
The  same  could  be  said  regarding  the  innovation  of  allowing  married  nurses  to 
serve  on  active  duty  in  the  organization.  Both  single  and  married  Army  Nurse 
Corps  officers  regularly  levied  either  explicit  or  implicit  accusations  against  their 
opposite  numbers  regarding  favoritism  in  matters  such  as  housing  or  assignments 
during  the  Vietnam  War  era,  particularly  when  female  officers  first  were  allowed 
to  marry  and  continue  to  serve  in  the  Army  Nurse  Corps.  The  apparent  schism 
between  the  married  and  single  contingents  did  not  disappear  after  the  war’s  end. 
In  1975,  Parks  spoke  about  preferential  treatment  in  relation  to  assignments.  First, 
she  publicly  declared  that  the  Army  Nurse  Corps  did  “not  have  two  Corps— one 
for  single  officers  and  one  for  married  officers.”  Parks  added  that  she  would  al- 
low “no  cliques  or  favoritism.”  She  intended  that  all  officers’  assignments  would 
“be  fair  and  equal”  and  that  the  sole  criterion  determining  every  assignment  se- 
lection would  be  that  the  individual  chosen  would  “be  the  best  qualified  for  the 
job.”  Parks  continued  by  affirming  that  homesteading— or  lengthy— successive 
assignments  in  the  same  locale,  would  not  be  tolerated.  She  explained  that  joint 
domicile  for  married  officers  would  be  considered  whenever  possible  but  also 
said  that  there  was  “not  now  nor  has  there  ever  been  a guarantee  of  always  being 
assigned  together.”11  The  problem  persisted  and  Parks  reiterated  her  stand  less 
than  one  year  later. 

In  March  1976,  the  chief  of  the  Corps  revealed  that  she  had  received  numerous 
requests  from  married  officers  asking  to  have  their  overseas  tours  postponed  or  or- 
ders revoked  “because  their  husbands  couldn’t  go  or  because  of  young  children.” 
Parks  reminded  all  officers  that  the  Corps  strength  had  sunk  to  extraordinarily  low 
levels  and  that  “all  members  must  take  their  turn”  with  hardship  assignments.  She 
advised  the  Corps  that  “ANC  [Army  Nurse  Corps]  officers  who  cannot  or  will  not 
meet  their  service  obligations  should  resign.  ...  I cannot  have  ANC  officers  who 
are  not  deployable  immediately.”  Parks  again  explained  that  she  “did  not  want  to 
seem  harsh;  however,  the  smaller  the  Corps  gets— the  more  responsibility  each 
member  has  to  fill  any  requirement.”  She  affirmed  once  again  that  the  “single 
officers  will  not  and  cannot  do  all  of  the  overseas  duty.”12  Maintaining  a fair  and 
impartial  assignment  policy  was  never  simple. 

Concerns  grew  about  fair-mindedness  in  the  treatment  of  married  and  single 
Army  nurses.  For  example,  significant  inequities  existed  overseas  and  in  the  con- 
tinental United  States  in  both  on-post  and  off-post  housing,  an  important  facet  of 
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The  career  of  Major  Lawrence  W.  Scheffner  was  distinguished  by  many  achievements.  Here  he  sits 
for  a portrait  as  the  first  male  Army  nurse  assigned  to  the  Office  of  The  Surgeon  General  on  21  Janu- 
ary 1965. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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military  living.  In  1976,  when  approximately  60  percent  of  the  Army  Nurse  Corps 
was  single  and  78  percent  were  company  grade  officers,  regulations  specified 
all  bachelor  lieutenants  and  captains  to  live  on  post  whenever  bachelor  officer 
quarters  were  available.  Often  the  quarters  available  were  substandard  in  some 
manner  because  the  Office  of  the  Secretary  of  Defense  cut  the  services’  military 
construction  budgets  for  a number  of  years  to  finance  the  Vietnam  War.  In  Europe, 
for  instance,  only  Bremerhaven  and  Berlin  had  “adequate  bachelor  quarters.”  Ap- 
proximately 50  percent  of  the  bachelor  officers  living  in  Germany  resided  on  the 
local  economy  “at  great  personal  expense,”  as  rental  costs  were  exorbitant  and 
acquiring  furnishings  was  problematic,  since  bachelors  were  not  allowed  to  ship 
their  own  furniture  overseas.  In  Korea,  conditions  in  bachelor  officer  quarters 
were  “deplorable.”  Typically,  one  officer  was  housed  in  a 9'  x 1'  room,  and  four 
to  five  officers  shared  one  commode  and  shower.  Fire  hazards  abounded  and  gen- 
eral maintenance  and  repair  were  substandard  in  the  cramped  Korean  War  era 
hooches. 

In  the  continental  United  States,  if  no  on-post  bachelor  quarters  were  available, 
the  officer  had  to  live  off  post,  again  at  significant  expense  that  often  exceeded 
the  quarters  allowance.  In  some  cases,  when  on-post  quarters  became  available, 
the  post  billeting  officer  directed  the  bachelor  officer  to  move  into  the  bachelor 
officer  quarters.  Then  a troublesome  and  expensive  downsizing  that  involved  the 
disposal  of  personal  effects  and  furnishings  became  imperative.13 

Inequities  also  existed  in  the  prescribed  length  of  overseas  tours  for  bachelor 
and  married  officers  in  the  Army  Nurse  Corps.  Regulations  specified  disparate 
tour  lengths  for  various  categories  of  officers.  Before  1 January  1976,  single 
women  served  24  months  in  a long-tour  area  (primarily  Europe  and  Hawaii), 
while  single  men  were  obliged  to  remain  overseas  for  36  months.  Parks  argued 
that  all  bachelor  officers  regardless  of  gender  should  serve  24  months  in  long-tour 
overseas  assignments.14  However,  her  appeals  fell  on  deaf  ears.  After  1 January 
1976,  the  secretary  of  the  Army  ordered  all  bachelors  to  serve  the  same  amount  of 
time,  usually  36  months,  in  an  overseas  assignment,  the  same  tour  length  served 
by  married  officers  who  were  accompanied  by  their  dependents.  Married  officers 
who  did  not  elect  to  have  their  families  accompany  them  overseas,  however,  were 
allowed  to  serve  a shorter  tour.  The  Army  Nurse  Corps  observed  that  the  new  poli- 
cies governing  overseas  assignments  were  equally  “discriminatory  and  obsolete” 
because  it  cost  the  government  far  more  to  move  and  maintain  entire  families 
overseas,  and  so  married  officers  should  serve  for  a longer  term  overseas.  Further- 
more, bachelor  officers  on  an  overseas  tour  were  separated  from  their  immediate 
families  and  had  to  endure  other  impositions  such  as  limited  weight  allowances 
for  hold  baggage  and  inequitable  housing  benefits.  As  a result  of  the  discrimina- 
tory practices,  morale  suffered  and  bachelor  officers  left  the  service.15  Ultimately, 
the  Department  of  Army  set  the  usual  assignment  for  all  officers  in  long-term 
overseas  areas  at  36  months. 

Another  area  of  concern  that  generated  considerable  deliberation  was  service- 
member’s  pregnancies.  The  Army  Nurse  Corps  had  to  make' major  adjustments 
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when  confronted  with  the  Department  of  the  Army’s  evolving  pregnancy  policy  in 
the  1970s.  Early  in  the  decade,  when  a sweeping  change  in  policy  was  imminent, 
the  Army  Nurse  Corps  required  all  individuals— both  men  and  women— who  ap- 
plied for  any  procurement  program  to  sign  an  affidavit  that  confirmed  a “partici- 
pant’s or  officer’s  understanding  that  his  dependents  [would]  not  interfere  with  the 
performance  of  duties  expected  of  him.”  This  written  affirmation  was  predicated 
on  the  belief  that  with  “a  female  officer  who  has  infant  or  minor  children,  a conflict 
of  responsibilities  can  almost  inevitably  occur.”16  When  the  Army  allowed  preg- 
nant officers  to  submit  waivers  to  remain  on  active  duty,  General  Lillian  Dunlap 
ensured  that  “there  was  no  blanket  approval.”17  Instead,  each  waiver  request  was 
reviewed  on  a case-by-case  basis.  The  main  criterion  considered  was  whether— 
based  on  past  performance— the  pregnant  Army  nurse  would  be  able  “to  manage 
her  affairs  after  the  baby  was  bom.”  If  the  answer  was  yes,  the  Army  Nurse  Corps 
retained  the  nurse.  If  senior  leaders  judged  that  the  pregnant  nurse  could  not  cope 
with  both  a military  career  and  parental  responsibilities,  then  the  waiver  was  not 
approved.18  In  fiscal  year  1972, 35  Army  nurses  requested  a waiver  for  pregnancy. 
The  Army  Nurse  Corps  approved  16  for  retention  and  disapproved  the  others.19  As 
time  passed,  Army  policy  allowed  all  pregnant  Army  nurses  to  remain  in  service 
automatically,  a decision  that  ignited  a firestorm  of  controversy  among  military 
and  civilian  men  and  women.  The  decision  begged  the  contentious  question  of 
maternity  leave. 

Intense  debate  within  the  Army  Nurse  Corps  centered  on  how  much  maternity 
leave  commanders  should  grant,  whether  morning  sickness  dictated  relief  from 
duty,  and  whether  maternity  leave  should  be  deducted  from  the  officer’s  quota  of 
30  days’  annual,  ordinary  leave  or  whether  it  should  be  deemed  convalescent  leave 
and  not  subtracted  from  annual  leave.  Here  Dunlap’s  perspicacity  tempered  with 
compassion  prevailed.  She  took  the  flexible  position  that  maternity  leave  should 
be  granted  on  an  individual,  as-needed  basis  at  the  discretion  of  the  physician 
and  should  be  regarded  as  standard  convalescent  leave.  To  those  who  disagreed, 
Dunlap  countered,  “Why  not  make  [the]  husband  take  his  annual  leave  and  take 
care  of  the  baby  if  the  nurse’s  condition  was  such  that  she  could  return  to  active 
duty?”20  By  1976,  the  Department  of  Defense  (DoD)  policy  prescribed  four  weeks 
of  convalescent  leave  before  delivery  and  six  weeks  after  the  child’s  birth.21  In 
1977,  the  Department  of  the  Army  again  revised  the  regulation  to  remove  overly 
rigid  guidelines  mandating  a specific  time  for  pregnancy  leave  before  delivery.  In- 
stead, the  exact  point  at  which  a pregnant  servicemember  was  to  begin  leave  was 
to  “be  based  on  medical  indications  for  work  stoppage.”  After  discharge  from  the 
postpartum  ward,  the  convalescence  period  was  not  to  exceed  six  weeks.22 

The  pregnancy  policy  change  created  a military  force  that  included  a variable 
percentage  of  pregnant  members  at  any  one  time  and  thus  potentially  affected  the 
ability  of  the  Army  Nurse  Corps  to  achieve  its  mission  of  providing  nursing  care. 
In  July  1976,  for  instance,  a total  of  71  Army  Nurse  Corps  officers  were  at  some 
stage  of  pregnancy,  either  antepartum  or  postpartum.  Pregnancy  leave  for  those 
71  Army  nurses  totaled  623  working  days.  The  significant  number  of  lost  work- 
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days  and  other  military  contingencies  had  profound  repercussions  on  the  Army 
Medical  Department’s  mission. 

The  new  policy  produced  “innumerable  complaints,”  including  many  describ- 
ing a negative  influence  on  unit  readiness,  deployability,  and  mission  accomplish- 
ment. Commanders  and  chief  nurses  reported  excessive  absences  resulting  from 
morning  sickness,  hospital  appointments,  and  other  excuses.  Furthermore,  preg- 
nant servicewomen  physically  could  not  fulfill  many— if  not  most— of  their  job 
responsibilities,  were  considered  nondeploy  able,  and,  because  of  their  temporary 
medical  conditions,  the  command  could  not  obtain  interim  staffing  replacements. 
Reports  also  cited  repeated  instances  where  the  servicemember  requested  sepa- 
ration from  the  service  after  completing  her  six-week  postpartum  convalescent 
leave,  during  which  time  she  had  received  her  full  pay  and  allowances.  There  was 
an  overall  effect  on  Army  Nurse  Corps  morale.  Colonel  Edith  Nuttall,  the  assis- 
tant chief  of  the  Corps,  said  that  “non-pregnant  military  members  do  not  appreci- 
ate providing  coverage  for  absences,  assuming  extra  duties,  or  accepting  overseas 
assignments  generated  by  pregnant  servicewomen.”23 

In  response  to  the  pregnancy/parenthood  issues  and  arguable  abuses,  the  De- 
partment of  the  Army  issued  guidance  directing  commanders  to  deal  with  relevant 
substandard  performance  on  the  part  of  pregnant  servicewomen  by  applying  “nor- 
mal leadership  methods.”  Ultimately,  the  directive  advised,  commanders  should 
encourage  members  displaying  recurring  nonproductivity  and/or  inability  to  de- 
ploy for  mission-related  assignments  to  seek  hardship  discharges.  It  concluded: 

Each  member  must  be  able  to  carry  his/her  own  weight,  must  have  individual  assignment  mobility 
to  meet  the  needs  of  the  Army,  and  must  make  a meaningful  contribution  to  unit  readiness  and  mission 
accomplishment.24 

A survey  conducted  by  the  Health  Services  Command  Inspector  General  Team 
offered  a slightly  different  picture  of  grassroots  attitudes  toward  the  Army  preg- 
nancy policy.  Investigators  drew  their  relatively  small  survey  sample  from  five 
military  treatment  facilities  in  the  continental  United  States.  They  distributed  a 
total  of  74  questionnaires,  and  70  were  returned.  When  queried,  69  percent  of 
the  small  sample  felt  that  their  coworkers’  pregnancies  did  not  adversely  affect 
morale.  When  asked  about  the  policy’s  effect  on  patient  care  delivery,  57  percent 
replied  that  the  pregnancies  had  no  impact  on  mission  accomplishment.  Respon- 
dents were  almost  evenly  split  in  their  opinions  about  the  need  for  policy  change 
regarding  pregnancy.  Those  who  advocated  a change  in  policy  suggested  a range 
of  possibilities  from  “the  commander  should  be  more  aggressive  in  eliminat- 
ing abuses  of  quarters  and  convalescent  leave”  to  “pregnant  females  should  be 
discharged.”25 

In  a related  issue,  some  in  the  Army  undoubtedly  concluded  that  certain  female 
soldiers  or  Army  Nurse  Corps  officers  used  pregnancy  to  evade  their  service  ob- 
ligations for  scholarships  and  other  subsidies.  These  abuses  may  have  existed 
because  the  Army  subsequently  issued  regulations  and  changes  effective  1 May 
1978  mandating  that  pregnant  female  officers,  usually  Reserve  Officers’  Training 
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Corps  (ROTC)  scholarship  graduates,  could  not  be  released  from  active  duty  be- 
fore completion  of  their  initial  service  obligations.  Moreover,  regulations  required 
commanders  to  counsel  all  pregnant  personnel  in  accordance  with  a specified  De- 
partment of  the  Army  circulated  checklist.  The  list  detailed  the  options  available 
for  the  pregnant  officer  to  continue  on  active  duty,  maternity  care  entitlements, 
and  existing  maternity  leave  and  overseas  deployment  policies.  Finally,  the  regu- 
lation required  the  pregnant  soldier  “to  outline  how  she  [would]  physically  and 
financially  provide  for  the  child’s  welfare.”26  Clearly,  this  was  the  genesis  of  what 
was  later  known  as  the  “family  care  plan,”  a commonsense  blueprint  outlining 
plans  for  discharging  familial  responsibilities  in  the  case  of  a deployment;  updat- 
ing it  would  eventually  become  an  annual  requirement  for  all  servicemembers 
with  dependent  children.27 

Like  the  complicated  issues  of  pregnancy,  standards  regarding  the  identifica- 
tion and  management  of  sexual  harassment  also  had  to  be  defined.  Across  the 
centuries,  sexual  harassment  in  the  Army —indeed  in  American  society— has  been 
a constant  major  problem.  With  the  women’s  liberation  movement  and  the  enlist- 
ment of  many  more  women  into  the  Army,  however,  consciousness  about  such 
transgressions  was  elevated,  and  DoD  acknowledged  that  sexual  harassment  in 
its  various  forms  was  a serious  issue.  The  Army  defined  sexual  harassment  as 
“unwelcome  sexual  advances,  requests  for  sexual  favors,  or  verbal  or  physical 
conduct  of  a sexual  nature.”28  It  characterized  its  outcomes  as  including  adverse 
effects  on  readiness  and  the  accomplishment  of  a unit’s  mission.  It  also  affirmed 
that  it  lowered  “unit  cohesion,  morale,  and  productivity,  and  [increased]  attrition 
rates,  lost  time,  unacceptable  costs,  and  human  misery.”29  To  deal  with  harassment 
issues,  the  secretary  of  the  Army  announced  his  commitment  on  4 January  1980 
to  uphold  “the  human  dignity  of  all  military  and  civilian  personnel.”  The  Army 
chief  of  staff  simultaneously  ordered  the  Army  inspector  general  to  investigate  all 
alleged  incidents  of  sexual  harassment.  By  1981,  evidence  suggested  that  sexual 
harassment  contributed  significantly  to  decisions  by  first-term  Army  women  to 
leave  the  service.30  Without  doubt,  such  harassment  also  had  been  a problem  for 
Army  Nurse  Corps  officers. 

A series  of  incidents  surfaced  in  the  early  1990s  when  female  anesthesia  stu- 
dents in  the  clinical  phase  of  their  training  at  William  Beaumont  Army  Medical 
Center  in  El  Paso,  Texas,  alleged  that  they  were  the  victims  of  sexual  harassment. 
They  stated  that  male  faculty  and  staff  made  reference  to  their  “behavior  being 
the  result  of  having  ‘periods,’  child  care  problems,  and  the  performance  of  me- 
nial tasks  as  being  womanly  duties.”  These  same  students  alleged  that  they  were 
“treated  unfairly  by  being  reprimanded  for  actions  which  when  committed  by 
their  male  classmates  do  not  result  in  retribution  from  faculty.”  Other  students 
raised  a related  issue  when  they  charged  that  faculty  “screamed  at  women  stu- 
dents” and  threatened  the  women  with  academic  probation.  Consequently,  they 
affirmed  that  an  adversarial  relationship  between  faculty  and  students  evolved.31 
As  a result  of  these  allegations  and  a subsequent  inspector  general  review,  fac- 
ulty added  instruction  to  the  Anesthesia  Course  Program  of  Instruction  designed 
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to  raise  consciousness  about  sexual  harassment.  Moreover,  anesthesia  students 
and  faculty  participated  in  Prevention  of  Sexual  Harassment  classes.32  Sexual  ha- 
rassment of  both  female  and  male  soldiers  has  always  been  a grave  issue  in  the 
military;  however,  only  in  the  recent  past  has  it  been  treated  as  a serious  offense 
detrimental  to  unit  performance  and  morale. 

As  the  injustice  of  sexual  harassment  ultimately  had  to  be  rectified,  so  too  did 
the  inequities  accorded  to  racial  minorities  have  to  be  eliminated.  Additionally,  the 
Army  had  to  acknowledge  the  valuable  contributions  made  by  African-American 
Army  Nurse  Corps  officers.  Just  as  the  women’s  movement  and  the  curtailment  of 
the  draft  opened  doors  in  the  military  for  women,  it  also  offered  greater  prospects 
for  minorities,  particularly  for  African-American  women.  Minority  women  have 
made  valuable  contributions  and  great  strides  in  the  Army  Nurse  Corps.  During 
the  Corps  first  half-century,  the  Army  allowed  few  African-American  nurses  to 
serve,  and  they  found  themselves  scarcely  welcomed.  With  the  lowering  of  some 
barriers,  the  numbers  of  African-American  women  serving  in  the  military  expand- 
ed and  correspondingly  increased  in  the  Army  Nurse  Corps.  For  all  intents  and 
purposes,  however,  the  predominantly  white  Army  begrudgingly  allowed  their 
integration  only  after  African-American  activists  and  supporters  exerted  extreme 
political  pressure.  African-American  nurses  in  the  segregated  Army  were  merely 
tolerated  during  times  of  national  emergency,  that  is,  during  the  war  years.  In  the 
second  half  of  the  20th  century,  however,  Truman’s  Executive  Order  No.  9981 
partially  resolved  the  deep-seated  social  injustice  but,  again,  only  gradually— at  a 
snail’s  pace— and  as  a result  of  strenuous  efforts  expended  by  a number  of  coura- 
geous individuals  with  vested  interests  in  securing  social  justice  for  all. 

With  the  passage  of  time,  the  presence  of  African-Americans  increased.  There 
were  only  131  African-Americans  in  the  Army  Nurse  Corps  in  1972,  representing 
3 percent  of  the  Corps  total  strength.33  By  1993,  many  more  African-American 
nurses  were  Army  Nurse  Corps  officers.  Their  strength,  which  included  both  male 
and  female  nurses,  had  grown  to  an  impressive  16.4  percent.34  In  1971,  African- 
American  women  accounted  for  3 .3  percent  of  all  female  officers  on  active  duty 
in  all  branches.  By  1989,  that  figure  had  risen  to  13.2  percent.35 

Credit  for  the  greater  presence  of  minorities  can  be  partially  attributed  to  the  Ar- 
my’s increased  attention  to  its  equal  opportunity/race  relations  programs.  Efforts 
in  the  early  1970s  to  sponsor  measures  “to  ensure  fairness,  justice,  and  equity  for 
all  soldiers  regardless  of  race,  color,  ethnicity,  gender,  or  religion”  incorporated 
elements  such  as  “affirmative  action,  education  and  training”  and  a research  com- 
ponent to  evaluate  the  program’s  effectiveness.36 

The  ROCKS  was  an  independent  volunteer  program  that  also  worked  to  enhance 
professional  advancement  for  African- Americans  in  the  Army.  Commemorating  the 
Army  service  of  General  Roscoe  (Rock)  C.  Cartwright,  the  group  of  senior  African- 
American  Army  officers  mentored  and  guided  junior  officers  and  ROTC  cadets 
in  historically  black  colleges  and  universities.  A number  of  African-American 
Army  nurses  participated  in  this  endeavor  and  supported  and  facilitated  the  ca- 
reers of  many  potential  and  newly  commissioned  Army  Nurse  Corps  lieutenants.37 
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While  she  served  as  chief  nurse,  European  Medical  Command  and  deputy  commander  for  nursing, 
Landstuhl  Regional  Medical  Center,  Colonel  Lucretia  McClenney  also  was  the  first  female  president 
of  the  ROCKS  European  Chapter.  McClenney,  center,  is  pictured  here  in  the  fall  of  1999  at  a dining 
out  with  Brigadier  General  Michael  Kussman,  commanding  general  of  European  Medical  Command, 
left,  and  Command  Sergeant  Major  Paul  Cervantes,  right. 

Photo  courtesy  of  Colonel  Lucretia  McClenney,  Alexandria,  VA. 


Brigadier  General  Clara  Adams-Ender,  chief  of  the  Army  Nurse  Corps  from  1987 
to  1991 , served  as  the  first  female  president  of  ROCKS.  Lieutenant  Colonel  Joyce 
Johnson-Bowles  served  a term  as  the  first  female  vice  president.38  Colonel  Lucre- 
tia McClenney  worked  with  students  at  Morgan  State  University  in  Baltimore, 
Maryland.  She  served  in  various  recruitment  and  retention  activities,  acted  as  a 
role  model  for  Army  ROTC  cadets,  and  met  with  the  professor  of  military  sci- 
ence and  his  cadre  and  the  university  president  to  solicit  support  for  Army  ROTC 
cadets.  Her  work,  combined  with  that  of  others  on  her  team,  resulted  in  the  uni- 
versity’s granting  “free  room  and  board  to  4-year  Army  ROTC  scholarship  recipi- 
ents” and  awarding  “academic  credit  for  ROTC  leadership  and  training  courses.” 
The  ROCKS’  European  chapter  elected  McClenney  as  its  first  president.  She 
guided  the  organization  in  mentoring  company  grade  (captain  and  below)  officers 
and  in  initiating  a yearly  scholarship  for  students  in  the  DoD  school  system.39 

Colonel  Margaret  Bailey  was  in  the  vanguard  of  the  integration  movement.  In 
January  1970,  she  was  the  first  African-American  woman  to  be  promoted  to  colo- 
nel.40 Bailey  was  an  exemplary  professional  officer,  and  her  contributions  to  the 
Army  Nurse  Corps  continued  on  after  her  retirement  in  1972.  In  retirement,  she 
was  a consultant  to  the  surgeon  general  and  charged  with  promoting  “increased 
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Colonel  Margaret  Bailey  was  the  first  African-American  Army  nurse  promoted  to  colonel  (January 
1970). 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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participation  by  minority  group  members  in  the  Army  Nurse  Corps  recruitment 
programs.”41  Bailey  joined  then-major  Clara  Adams  (now  Adams-Ender),  another 
African-American,  and  their  endeavors  on  behalf  of  affirmative  action  involved 
traveling  about  the  country  to  promote  racial  equality  in  the  Corps.  The  women 
searched  for  qualified  African-American  students  to  matriculate  in  the  Walter 
Reed  Army  Institute  of  Nursing  at  a time  when  that  program  was  under  fire  from 
black  activists  such  as  United  Blacks  Against  Discrimination  for  failing  to  main- 
tain minority  representation.42 

Colonel  Hazel  W.  Johnson  was  another  trailblazer  who  overcame  racial  preju- 
dice to  excel  in  the  Army  Nurse  Corps.  In  June  1979,  Johnson  was  the  first  African- 
American  woman  in  DoD  to  be  promoted  to  brigadier  general.  Additionally,  she 
was  the  first  officer  to  hold  a doctorate  in  nursing  to  serve  as  the  chief  of  the  Army 
Nurse  Corps.43  Clearly  Johnson  was  an  outstanding  professional  officer  who  over- 
came great  obstacles  to  make  enormous  contributions  to  the  Army  and  the  nation. 

African-Americans  never  easily  achieved  upward  career  mobility.  Neither 
could  they  effortlessly  rise  to  the  levels  of  major  professional  achievements.  More 
often  than  not,  the  minority  nurse  had  to  carefully  negotiate  what  seemed  to  be 
an  unending  series  of  hurdles.  Many  opted  not  to  fight  the  system,  but  those  who 
did,  did  so  with  a rare  combination  of  audacity  and  grace  that  added  much  to  the 
Army  Nurse  Corps. 

In  1979,  before  her  selection  as  chief  nurse  of  the  97th  General  Hospital  in 
Frankfurt,  Germany,  the  commander  of  that  military  treatment  facility  ordered  a 
newly  promoted  Colonel  Clara  Adams  (now  Adams-Ender)  in  for  an  interview. 
The  commander  told  Adams  that  he  regarded  her  as  doubly  inferior  because  she 
was  both  an  African-American  and  a nurse.  He  admonished  her  to  always  keep 
two  dictums  in  mind.  His  first  statement  directed  Adams  to  remember  that  “no 
matter  how  good  you  are,  because  you’re  black  you’ll  never  be  as  good  as  a white 
person.”  Secondly,  he  decreed,  she  must  understand  “that  in  any  difference  of 
opinion  between  nurses  and  physicians,  the  physician  is  always  right.”  At  this 
point  in  the  interview,  Adams  took  a calming  breath  and  replied: 

“Sir,  in  terms  of  your  first  comment,  I’m  going  to  give  you  an  opportunity  to  demonstrate  your  point 
whenever  you  see  fit.  And  I will  call  upon  you  as  our  commander  to  support  the  department  of  nursing. 
But  if  you  ever  stumble,  and  let  anyone  else  know  that’s  the  way  you  feel  about  me,  I’ll  slap  a class 
action  suit  on  you  so  fast  it’ll  make  your  head  swim.  And  as  for  that  thing  about  physicians  always 
being  right,  I won’t  even  grace  that  with  a comment.”44 


Despite  these  belligerent  beginnings,  Adams  recalled  that  their  association  de- 
veloped into  “a  good  working  relationship.”  Whether  or  not  the  commander’s 
perception  of  her  personal  qualities  improved,  “he  never  behaved  otherwise.”  She 
said,  “That’s  all  I really  cared  about.”45  Adams  continued  to  rise  above  the  glass 
ceiling  of  racial  suppression  to  achieve  the  rank  of  brigadier  general  and  lead 
the  Army  Nurse  Corps.  Following  her  tenure  as  chief  of  the  Army  Nurse  Corps, 
Adams-Ender  remained  on  active  duty  and  served  as  post  commander  of  Fort 
Belvoir,  Virginia. 
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Chapter  Three 

Educational  Concerns  and  Career 
Advancement 


he  determination  to  upgrade  skills  and  expand  professional  knowledge 


through  formal  education  was  a persistent  theme  in  the  Army  Nurse  Corps 


in  the  1970s.  Army  Nurse  Corps  officers  improved  their  knowledge  and 
skills  by  working  toward  compliance  with  the  1974  mandate  for  baccalaureate 
preparation,  participating  in  continuing  education  offerings,  partaking  in  specified 
short  nursing  courses,  attending  graduate  school,  and  focusing  on  advancement 
through  military  education.1 

Dating  back  to  post- World  War  II  days,  a number  of  previous  chiefs  of  the 
Corps  had  battled  to  establish  the  baccalaureate  degree  as  a minimum  educational 
prerequisite  for  entry  into  the  Army  Nurse  Corps.  The  Corps  reached  that  goal  in 
1974.  However,  the  movement  toward  an  all-baccalaureate  Corps  entailed  pro- 
gressively implemented  steps.  In  1971,  the  Army  Nurse  Corps  procurement  ef- 
forts assigned  priority  for  granting  commissions  to  baccalaureate  graduates.  The 
accessions  board  selected  those  with  the  preferred,  stipulated  educational  back- 
ground first  among  potential  applicants.  As  an  added  incentive,  these  applicants 
were  commissioned  as  first  lieutenants  upon  entry  to  active  duty,  which  entitled 
them  to  extra  pay,  allowances,  and  status.  All  others  initially  served  as  second 
lieutenants.  Non-baccalaureate  Army  nurses  who  wished  to  serve  beyond  their 
initial  tour  of  duty  had  to  show  documented  proof  of  working  toward  completion 
of  a degree.2 

An  Army  Nurse  Corps  task  force  met  in  1973  to  study  the  issue  and  develop 
specific  justification  for  the  anticipated  change  to  an  all-baccalaureate  Corps.  Task 
force  members  agreed  that  professional  nurses  educated  at  the  baccalaureate  level 
were  indispensable  in  performing  essential  nursing  responsibilities  expected  of  an 
Army  Nurse  Corps  officer,  such  as  “administration,  supervision,  education,  and 
research.”  The  working  group  concluded  “that  the  ANC  [Army  Nurse  Corps]  in 
peacetime  must  be  comprised  only  of  professional  nurses  prepared  at  the  bacca- 
laureate level  . . . [who]  would  serve  as  a strong,  viable  ‘hard  core’  from  which  to 
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expand  in  the  event  of  mobilization.”3 

At  approximately  the  same  time,  the  Navy  and  Air  Force  pondered  the  same 
perplexing  educational  entry-level  questions.  To  facilitate  joint  resolution  of  the 
issues,  representatives  from  all  three  nurse  corps  met  as  a Medical  Task  Force  on 
Tri-Service  Nursing  Education.  Like  the  Army,  the  Navy  Nurse  Corps  preferred 
“an  all  baccalaureate  Corps.”  Some  had  the  erroneous  perception  that  the  Air 
Force  Nurse  Corps  was  not  striving  to  achieve  the  same  standard.4  However,  this 
was  inaccurate.  The  Air  Force  surgeon  general  noted  that  in  the  final  six  months  of 
1976,  the  Air  Force  Nurse  Corps  (AFNC)  raised  their  “accession  of  nurses  with  a 
baccalaureate  degree  to  50  percent  of  the  total.”5  In  1978,  the  AFNC  set  this  goal 
at  75  percent.6  The  Air  Force  surgeon  general  added  that  the  Corps  expected  “to 
reach  100  percent”  by  1980.7  However  the  Air  Force  objective  was  not  achieved 
as  expected  in  1980.  It  was  not  until  December  1982  that  AFNC  first  required  a 
bachelor  of  science  in  nursing  (BSN)  for  all  new  accessions.  Exceptions  were 
made  for  critical  career  fields  such  as  anesthesia.8  The  actual  educational  compo- 
sition of  the  three  nurse  corps  in  the  mid-1970s  verified  that  the  Army  was  in  the 
forefront  at  least  in  the  area  of  educational  credentials.  The  Army  Nurse  Corps 
counted  74  percent  of  its  officers  as  prepared  at  the  baccalaureate  level,  while  the 
Navy  had  64  percent  with  a BSN.9  Only  32  percent  of  Air  Force  nurses  claimed 
the  BSN  in  the  mid-1970s.  In  1978, 41  percent  completed  a college  education.  By 
1980,  67  percent  of  AFNC  had  earned  a baccalaureate  degree.10 

At  one  point,  a particular  task  force  member,  a non- Army  lieutenant,  discussed 
several  possible  strategies  proposed  by  the  Army  to  achieve  the  educational  goal. 
This  individual  believed  that  using  the  Reserve  Officers’  Training  Corps  to  foster 
baccalaureate  accessions  would  fail— at  least  with  the  Navy— because  “the  ‘line’ 
part  of  the  Navy  was  not  too  interested  in  using  Reserve  Officers’  Training  Corps 
programs.”  The  lieutenant  also  discounted  the  notion  of  establishing  a baccalaure- 
ate nursing  program  at  the  Uniformed  Services  University  of  the  Health  Sciences, 
stating  “that  university  is  now  in  troubled  waters  and  cannot  be  counted  on  for 
anything.  . . ”n 

General  Lillian  Dunlap  encountered  powerful  resistance  from  many  quarters, 
questioning  the  wisdom  of  striving  for  an  all-baccalaureate  Army  Nurse  Corps. 
Opponents  cited  the  grave,  ever-present  shortage  of  nurses  that— they  felt— add- 
ing a BSN  requirement  would  only  aggravate.  Among  those  who  fought  against 
the  all-baccalaureate  standard  were  staff  members  at  the  Department  of  the  Army, 
Department  of  Defense,  and  Office  of  the  Secretary  of  Defense,  Health  Affairs— 
particularly  reserve  general  officers.  These  individuals  argued  the  obvious.  A 
dearth  of  Army  nurses  existed  and  lowering  or  maintaining  existing  standards 
would  facilitate  entry  into  military  service  by  associate  degree  nurses  and  diploma 
school  graduates,  thus  reducing  shortages.  Their  analysis  concluded  that  the  in- 
flux of  diploma  and  associate  degree  nurses  also  would  eliminate  the  need  for 
such  expensive  programs  as  the  Walter  Reed  Army  Institute  of  Nursing  and  the 
Army  Student  Nurse  Program.12  Their  shortsighted  rationale  ignored  ominous, 
unintended  outcomes  that  probably  would  accompany  such  a course  of  action.  For 
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example,  with  the  quick  fix  would  come  a possible  lowering  in  the  quality  of  care 
provided  and  a degrading  of  professional  leadership  attributes.  Moreover,  Army 
Nurse  Corps  officers’  ability  to  maintain  parity  with  the  rest  of  the  Army’s  com- 
missioned officer  corps,  which  required  officers  to  have  a college  degree,  would 
suffer  and  professional  respect  and  authority  would  be  lost.  Army  Nurse  Corps 
officers  would  find  themselves  consigned  to  subservient  positions  and  unable  to 
intervene  in  important  realms  such  as  patient  advocacy.  Similar  challenges  to  the 
all-baccalaureate  policy  emerged  on  a regular  basis  in  the  years  to  follow.13 

Although  many  fought  against  the  educational  requirement,  others  supported 
the  move  toward  an  all-baccalaureate  Corps.  Surgeon  generals  Lieutenant  Gen- 
eral Hal  Jennings  and  Lieutenant  General  Richard  Taylor,  senior  Army  Nurse 
Corps  leaders,  and  civilian  professional  nursing  organizations  were  among  the 
proponents.14  In  1965,  the  American  Nurses  Association  (ANA)  position  paper 
advocated  the  baccalaureate  degree  as  the  minimum  educational  entry  level  for 
all  professional  practice.15  Thus,  the  ANA  backed  an  Army  Nurse  Corps  policy 
that  closely  reflected  its  own  position.  Both  the  ANA  and  the  National  League 
for  Nursing  provided  valuable  assistance  in  the  form  of  “advice,  support,  letter 
writing,  phone  calling”  and  other  “things  that  might  be  needed.”16  For  instance, 
the  National  League  for  Nursing  shared  its  brief  in  support  of  baccalaureate  edu- 
cation for  nurses  with  the  Army  Nurse  Corps,  noting  that  the  professional  degree 
developed  nurses’  “potential  as  individuals,  as  citizens,  and  as  professional  prac- 
titioners.” It  added  that  a baccalaureate  education  prepared  nurses  to  deliver,  ex- 
plain, and  demonstrate  effectual  nursing  care;  identify  patient  care  needs  and  plan, 
direct,  and  evaluate  care;  adapt  fundamental  principles  from  other  sciences  to 
unique  nursing  situations;  and  led  the  nurse  with  a bachelor’s  degree  to  acknowl- 
edge “the  need  for  continuing  personal  and  professional  development.”17 

In  the  years  that  followed  the  1974  regulation,  the  Corps  accepted  only  graduates 
of  accredited  collegiate  nursing  schools,  and  ever-increasing  numbers  of  diploma- 
graduate  Army  nurses  already  on  active  duty  had  complied  with  the  new  policy. 
By  1978,  over  90  percent  of  the  Army  Nurse  Corps  had  bachelor’s  degrees.  Fail- 
ure to  obtain  a baccalaureate  degree  adversely  affected  Army  nurses’  military  ca- 
reers. After  General  Madelyn  N.  Parks  took  part  in  a promotion  board  in  1978,  she 
reported  that  “any  marginal  or  poor  OER  [officer  efficiency  report]  was  a deciding 
factor”  that  made  promotion  to  the  next  grade  unlikely.  The  first  criterion  that 
usually  precluded  promotion  was  obesity.  The  second  most  frequent  criterion  was 
the  lack  of  a bachelor’s  degree.  Parks  disclosed  that  a rare  few  nondegree  Army 
nurses  were  selected  for  promotion,  but  only  after  they  had  “demonstrated  ( many 
semester  hours’)  effort  towards  a degree.”18  About  this  time,  issues  about  educa- 
tional qualifications,  body  weight,  and  lack  of  fitness  became  important  as  crucial 
and  sensitive  discriminators  affecting  future  promotions  and  career  progression.19 

Many  Army  nurses  were  placed  at  a disadvantage  and  offended— both  per- 
sonally and  professionally— by  the  Corps  emphasis  on  the  baccalaureate  degree 
standard.  Some  simply  did  not  have  the  ability  or  stamina  to  pursue  additional 
education,  especially  when  it  involved  additional  hours  attending  classes  during 
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off-duty  time  after  exceedingly  demanding  and  arduous  workdays.  Some  of  the 
required  classes  were  lackluster  and  probably  seemed  irrelevant  to  working  pro- 
fessionals. Many  officers  who  in  the  past  had  made  significant  contributions  to  the 
Corps  saw  the  demands  as  — at  best— extremely  ungrateful,  and  at  worst,  a major 
rebuke  to  their  professional  self-image.  In  1971,  Colonel  Louise  Rosasco,  the  as- 
sistant chief  of  the  Army  Nurse  Corps,  addressed  these  perceptions,  writing  that 
the  emphasis  on  collegiate  education 

. . . does  not  reflect  a dissatisfaction  with  those  many  highly  capable  Army  nurses  who  did  not  attain 
these  academic  credentials  in  the  past.  It  reflects  a growing  awareness  and  a conviction  that  the  times 
in  which  we  live  demand  this  preparation  for  responsible,  innovative  leadership  in  the  future.20 

Before  long,  the  beneficial  effects  of  the  Army  Nurse  Corps  progressive  educa- 
tion policy  manifested  themselves.  In  1 982,  an  Army  Times  expose  spotlighted  the 
wounded  but  “on  the  mend”  condition  of  Army  health  care.21  Although  the  series 
brutally  detailed  a host  of  the  Army  Medical  Department  (AMEDD)  failures,  it 
highlighted  Army  nurses  as  invaluable  assets  of  the  system.  The  critique  revealed 
that  Army  Nurse  Corps  officers  were  “distinguished  by  the  quality  of  care  they 
provide”  and  added  that  they  “top  all  other  Army  medical  personnel  in  surveys 
of  patient  preferences.”  The  newspaper  disclosed  that  one  representative  patient 
survey  demonstrated  that  “Army  nurses  outranked  all  other  medical  personnel  in 
courtesy  and  consideration.”  It  attributed  the  high  levels  of  patient  satisfaction  to 
“the  superior  credentials  of  Army  nurses,”  noting  that  approximately  98  percent 
of  all  Army  nurses  were  baccalaureate  graduates,  of  whom  19  percent  held  the 
advanced  preparation  of  a master’s  degree.  The  article  also  confirmed  that  more 
than  54  percent  of  Army  nurses  claimed  at  least  six  years  of  professional  nursing 
experience.22  Whether  a scientifically  proven  causal  relationship  exists  between 
levels  of  nurse  education/experience  and  patient  satisfaction  is  debatable.  None- 
theless, many  would  ascribe  empirically  to  the  benefits  of  higher  education  and 
a modicum  of  professional  experience.  The  implementation  of  advanced  educa- 
tional credentials  and  the  introduction  of  more  rigorous  standards  for  Army  nurses 
arguably  enhanced  performance,  improved  measures  of  patient  satisfaction,  and 
probably  affected  clinical  outcomes.  Army  nurses  led  the  AMEDD  health  care 
providers  in  several  parameters  of  professional  performance  and  also  served  as  an 
exemplar  for  professional  nursing.  This  suggests  that  the  choice  to  mandate  the 
baccalaureate  degree  as  the  educational  entry  level  was  a shrewd,  well-reasoned 
decision. 

During  the  1970s,  the  nursing  profession  at  large  was  coming  to  recognize  an- 
other imperative,  that  is,  the  desirability  of  continuing  education  as  a career-long 
commitment  for  professional  nurses.  The  discipline  saw  education  as  one  strategy 
to  preserve  quality  of  care.  Selected  states  codified  the  requirement  as  state  boards 
of  nursing  established  directives  requiring  proof  of  continuing  education  activi- 
ties as  a prerequisite  for  nursing  license  renewals.23  Different  states  required  vary- 
ing numbers  of  continuing  education  units  or  contact  hours  of  education.24  Army 
regulations  obliged  Army  nurses  to  be  licensed,  but  allowed  nurses  to  hold  a li- 
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Pictured  is  Colonel  Louise  C.  Rosasco,  assistant  chief  of  the  Army  Nurse  Corps  from  1970  to  1971. 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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cense  from  any  state.  Since  many  maintained  their  license  in  jurisdictions  that 
required  continuing  education,  the  Army  Nurse  Corps  took  responsibility  for  pro- 
viding selected  continuing  education  programs  for  Army  nurses  to  supplement 
offerings  available  in  the  civilian  community.  On  14  November  1977,  the  ANA’s 
North  East  Regional  Accrediting  Committee  endorsed  the  Army  Nurse  Corps  Con- 
tinuing Health  Education  Program  (ANC-CHEP)  and  granted  it  the  authority  to 
approve  educational  programs  at  military  treatment  facilities  around  the  world  for 
credit  in  the  form  of  contact  hours  or  continuing  education  units.25  The  ANA  au- 
thorization, which  covered  a two-year  period,  was  renewed  regularly  thereafter.26 

Educators  in  the  AMEDD  facilities  worldwide  submitted  proposed  continuing 
education  programs  to  the  ANC-CHEP.  A board  of  Army  Nurse  Corps  officers 
evaluated  the  proposed  program  and  either  approved  it  or  made  suggestions  for 
improvements  before  resubmission.  Once  educators  in  military  treatment  facili- 
ties received  approval  for  the  learning  activity,  they  presented  the  program  and 
awarded  attendees  credit  for  participation.  In  its  first  year  of  activity,  the  ANC- 
CHEP  reviewed  177  planned  programs  and  approved  155  for  continuing  educa- 
tion units.  In  all,  4,940  professional  nurses  in  the  continental  United  States,  Eu- 
rope, and  Korea  attended  these  approved  programs  and  earned  an  impressive  total 
of  36,854  contact  hours.27  Judging  by  the  numbers  alone,  the  ANC-CHEP  was  a 
successful,  beneficial  endeavor  that  also  likely  enhanced  the  quality  of  nursing 
care  provided  in  Army  installations. 

Another  educational  venture  that  proved  advantageous  was  the  Army  Nurse 
Corps  panel  of  professional  postgraduate  short  courses.  Since  the  post-World  War 
II  period,  the  Army  Nurse  Corps  had  sponsored  an  increasing  variety  of  short- 
term courses  to  improve  professional  nurse  proficiencies.  In  most  cases,  these 
classes  were  classified  as  temporary  duty  courses,  intended  to  last  no  longer  than 
179  days.  In  1973,  for  instance,  the  Army  Nurse  Corps  sent  various  officers  to  the 
AMEDD  Officer  Basic,  the  Army  Nurse  Corps  Clinical  Head  Nurse,  the  Chief 
Nurses  Orientation,  and  the  Community  Health  Nursing  courses  and  others  such 
as  the  Basic  Operating  Room,  Environmental  Hygiene,  and  Army  Installation 
Management  courses  and  the  Nurse  Methods  Analyst  Short  course.28 

Affirming  the  never-ending  importance  of  improving  nurse  provider  skills  and 
knowledge,  the  Army  Nurse  Corps  had  long  recognized  and  authorized  a nursing 
role  to  support  educational  endeavors  in  Army  hospitals.29  By  the  mid-1970s,  this 
role  was  designated  as  chief,  nursing  education  and  training  service,  and  in  1986 
it  became  known  as  chief,  nursing  education  and  staff  development  service.30 
The  change  of  name  precipitated  little  if  any  change  in  the  unit’s  structure  or 
function.  The  size  and  scope  of  education  and  staff  development  in  each  military 
treatment  facility  were  based  on  the  learning  needs  of  military,  civilian,  officer, 
and  enlisted  staff  and  also  was  influenced  by  quality-of-patient-care  issues  and 
hospitals’  requirements.31  The  service  managed  continuing  education  programs 
focusing  on  such  topics  as  “reading  electrocardiograms,  diagnosing  ventricular 
fibrillation,  and  initiating  medical  action  in  emergencies.”  Other  responsibilities 
involved  “orienting  new  employees,  training  nurses’  aides  and  technicians,  and 
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developing  leadership  qualities  in  nursing  personnel.”32  The  AMEDD  considered 
these  duties  essential  in  the  contemporary  environment  of  stringent  downsizing 
and  personnel  shortages  that  dictated  every  staff  member  be  versatile,  optimally 
productive,  and  competent.  Nurse  educators  also  oriented,  trained,  and  counseled 
all  department  of  nursing  personnel.  Furthermore,  they  apprised  junior  officers 
in  particular  “of  the  career  options  and  alternatives  available  and  of  the  expecta- 
tions of  professional  performance  and  continued  personal  development  which  the 
AMEDD”  required.33  The  Army  nurse  assigned  to  this  educational  role  also  as- 
sessed “educational  needs  and  skill  levels”  and  acted  as  a liaison  with  other  local 
or  distant  civilian  or  military  educators.34 

The  Army  Nurse  Corps,  however,  did  not  restrict  its  educational  venues  to  the 
military  setting.  It  also  took  advantage  of  courses  offered  in  civilian  institutions 
of  higher  learning.  In  the  early  1970s  when  the  Army  Nurse  Corps  was  promoting 
the  goal  of  all-baccalaureate  status,  it  channeled  the  bulk  of  its  civilian  education 
funds  into  the  bachelor’s  degree  completion  or  similar  programs,  thus  providing 
support  for  nondegree  nurses’  academic  endeavors.  After  only  a few  years,  how- 
ever, the  percentage  of  Army  nurses  with  a bachelor’s  degree  steadily  increased, 
and  the  Army  Nurse  Corps  sought  to  promote  and  subsidize  graduate  education.35 
In  1973,  the  Army  Education  Review  Board  validated  571  Army  Nurse  Corps 
positions  as  requiring  master’s  degrees  and  another  16  for  doctoral  degree  prep- 
aration. One  year  later,  the  Surgeon  General’s  Professional  Education  Review 
Board  recommended  that  in  fiscal  year  1974,  908  Army  Nurse  Corps  positions  be 
validated  for  the  master’s  level  and  39  for  the  doctorate.36  This  paved  the  way  for 
greater  numbers  of  Army  Nurse  Corps  officers  to  attend  graduate  school  under 
the  Army’s  Long  Term  Civilian  Training  sponsorship  program  every  year.  During 
fiscal  year  1973,  the  Army  Nurse  Corps  projected  that  a total  of  42  Army  nurses 
would  complete  their  graduate  education  in  civilian  institutions  and  another  70 
Army  Nurse  Corps  officers  would  enter  school  full-time  in  programs  leading  to  a 
degree  in  various  civilian  academic  institutions.37  By  fiscal  year  1984,  120  Army 
nurses’  graduate  and  doctoral  educations  were  either  fully  or  partially  funded  by 
the  Army.  Following  graduation,  these  advanced  degree  nurses  returned  to  duty 
positions  validated  for  their  educational  levels,  such  as  clinical  practice  roles,  ad- 
ministrative jobs,  education  assignments,  or  research  responsibilities.38 

Military  education  level  was  another  component  gaining  in  importance  for  ca- 
reer progression.  Promotion  boards  expected  field  grade  (major  and  above)  of- 
ficers Army-wide  competing  for  promotion  to  have  successfully  completed  Com- 
mand and  General  Staff  College,  either  in  residence  or  by  correspondence,  and  the 
expectation  also  quickly  became  applicable  to  rising  Army  Nurse  Corps  officers. 
Lieutenant  colonels  Doris  S.  Frazier  and  Connie  L.  Slewitzke  opened  the  doors 
for  women  in  the  traditional  Army  schools.  Frazier  became  the  first  Army  nurse 
to  attend  the  Command  and  General  Staff  College  in  1967  as  a resident  student. 
In  1973,  Frazier  was  again  a pioneer  when  she  graduated  from  the  Army  War 
College  at  Carlisle  Barracks,  Pennsylvania.  Frazier  later  recalled  that  she  “was 
thrilled  and  honored  to  be  selected  for  each  [school].  I learned  much  and  met 
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many  outstanding  and  wonderful  officers  who  went  on  and  did  great  things  for  our 
country.”  That  same  year,  Slewitzke  became  the  first  woman  officer  to  serve  as 
class  president  of  the  Command  and  General  Staff  College  at  Fort  Leavenworth, 
Kansas.39  Most  of  the  student  body,  Slewitzke  remembered,  was  supportive  of  her 
appointment  with  a few  exceptions.  Those  few  were  anything  but  pleased.  Medi- 
cal Service  Corps  students  wrote  a letter  of  protest  to  Surgeon  General  Lieutenant 
General  Charles  Pixley.  Slewitzke’s  appointment  also  riled  a British  officer,  who 
commented  that  “women  didn’t  belong  in  these  kinds  of  schools  and  definitely 
should  not  be  Class  President.”  Slewitzke  found  the  class  director,  a faculty  mem- 
ber, “interesting.”  His  remarks  strengthened  her  resolve  to  accept  the  challenging 
assignment.  He  told  Slewitzke,  “Well,  you  know,  you  don’t  have  the  background, 
and  you  are  going  to  have  all  of  this  work  to  do,  and  maybe  you  really  don’t  want 
it.”  She  responded,  “Look,  my  Corps  would  never  forgive  me  if  I didn’t  accept  the 
job.”  Slewitzke  decided  that  if  the  commandant,  “a  very  nice  man,”  accepted  her, 
she  would  serve  as  the  class  president.  She  recalled: 

So  I went  in  to  see  the  Commandant.  ...  He  made  the  decision  to  accept  me.  ...  I told  him  that  I 
didn’t  know  about  a lot  of  command  stuff.  As  you  see,  we  didn’t  have  the  experience  background  as 
we  weren’t  allowed  to  command.  But  I certainly  had  management  background  from  my  experiences 
and  he  said,  “Don’t  worry  about  it.  You  are  fine  with  me.”40 

Frazier  and  Slewitzke  broke  new  ground  for  all  women  in  the  Army. 

Captain  Harriet  H.  Werley  and  later  Lieutenant  Colonel  Ida  Graham  Price 
developed  and  then  formalized  the  concept  of  career  planning  for  Army  Nurse 
Corps  officers.  Werley  originated  the  system  during  her  assignment  in  the  Office 
of  The  Surgeon  General’s  Career  Guidance  and  Planning  Office  from  1951  to 
1955. 41  Career  planners  typically  operated  in  collaboration  with  the  assignment 
officers  in  what  then  was  referred  to  as  the  Army  Nurse  Corps  Branch.  Later 
in  1972,  this  umbrella  agency  became  the  Career  Activities  Office  (CAO)  with 
two  components:  (1)  an  Assignment  Branch  and  (2)  a Career  Planning  Branch.  A 
senior  Army  nurse  served  as  chief  of  the  Army  Nurse  Corps  branch  and  oversaw 
and  coordinated  all  the  branch’s  activities.42  The  intent  of  career  planning  was  to 
identify  and  prepare  the  best-qualified  person  for  the  job  at  hand  and  to  develop 
future  Corps  leaders.  The  process  in  part  involved  setting  up  a logical  progression 
or  a master  plan  for  officers  to  follow  throughout  their  careers.  The  blueprint  was 
not  rigid  or  firmly  set  but  had  flexibility  based  on  individual  differences  and  other 
contingencies.  The  individual  Army  Nurse  Corps  officer  and  the  career  planning 
officer  ideally  worked  together  to  develop  the  blueprint,  considering  personal 
preferences,  individual  abilities,  past  assignments,  and  educational  background. 
In  short,  career  planning  officers  identified  those  Army  nurses  who  demonstrated 
promise  and  nurtured  their  potential  by  carefully  advising  on  assignments  and 
encouraging  these  individuals  in  educational  pursuits  43  The  career  planners  then 
made  recommendations  to  the  assignment  officers  for  certain  individuals  who 
might  best  fill  specific  positions. 

Around  this  time,  other  non- Army  nurse  AMEDD  officers  regularly  asked  why 
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Doris  S.  Frazier,  right,  was  the  first  Army  nurse  to  attend  the  Command  and  General  Staff  College  in 
Fort  Leavenworth,  Kansas,  in  residence  in  1967.  Several  years  later,  Frazier  was  the  first  Army  Nurse 
Corps  officer  to  graduate  from  the  Army  War  College  at  Carlisle  Barracks,  PA.  Here  Frazier  is  pictured 
sometime  after  she  was  promoted  to  colonel,  standing  next  to,  left  to  right,  General  Lillian  Dunlap, 
chief  of  the  Army  Nurse  Corps  and  Colonel  Edith  J.  Bonnet,  the  assistant  chief  of  the  Corps. 

Photo  courtesy  of  Colonel  Doris  Frazier  and  Colonel  Barbara  Davis,  Evans,  GA. 
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Major  Ida  Graham  Price,  portrayed  here  in  1958,  followed  Major  Harriet  H.  Werley  in  the  Office  of 
The  Surgeon  General’s  Career  Guidance  and  Planning  Office.  She  helped  to  refine  the  Army  Nurse 
Corps  career  planning  process. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Army  nurses — who  were  in  such  short  supply — should  be  assigned  as  staff  to 
monitor  career  planning  and  assignments  in  CAO  or,  as  it  was  formerly  known, 
the  Army  Nurse  Corps  Branch.  They  recommended  that  Medical  Service  Corps 
officers  fill  these  positions  instead.  However,  most  Army  Nurse  Corps  officers 
wanted  their  assignments  and  careers  guided  by  another  Army  nurse,  one  who 
could  fully  appreciate  their  unique  wants  and  needs.  When  Dunlap  served  as  chief 
of  the  Army  Nurse  Corps  in  the  1970s,  she  responded  to  these  unsolicited  and 
unwelcome  proposals  by  asking,  “.  . . could  someone  other  than  a nurse  do  that 
[job]?  Would  that  person  have  the  understanding,  the  appreciation  of  that  assign- 
ment?” Dunlap’s  answer  to  these  questions  was  “I  don’t  think  so.”44  Over  the 
years,  virtually  all  have  agreed  that  the  best  person  to  guide  careers  and  make  as- 
signments for  Army  Nurse  Corps  officers  also  needed  to  be  an  Army  nurse. 

For  a number  of  years,  CAO  was  located  in  the  Forrestal  Building  on  Indepen- 
dence Avenue  in  southwest  Washington,  D.C.  However,  in  the  spring  of  1978, 
CAO  had  to  seek  other  accommodations  when  the  newly  formed  Department  of 
Energy  took  over  the  Forrestal  office  space.  CAO  subsequently  moved  to  Buz- 
zard’s Point  in  southeast  Washington,  D.C.  As  sometimes  happens  during  a move, 
two  boxes  of  documents  were  lost  in  the  hasty  relocation.  Those  missing  boxes 
became  an  Army  Nurse  Corps  legend.  A personnel  management  officer,  Major 
Nickey  McCasland,  recalled  that  “from  then  on  whenever  anything  couldn’t  be 
found,  we  were  able  to  say  that  whatever  it  was, . . . [it]  probably  [was]  in  one  of 
the  two  boxes  that  were  lost  in  the  move.”45  CAO  faced  another  metamorphosis 
in  1985.  At  that  time,  its  contingent  of  assignment  officers  began  operating  under 
the  jurisdiction  of  the  Military  Personnel  Center.  Professional  development  of- 
ficers became  part  of  a field  operating  agency  “incorporating  the  Education  and 
Training  Division  of  [Army  Medical  Department  Personnel  Support  Agency] 
AMEDDPERSA.”46 

In  that  same  timeframe,  Congress  enacted  the  Defense  Officer  Personnel  Man- 
agement Act  (DOPMA)  that  generated  a paradigm  shift  and  resulted  in  consider- 
able repercussions  in  the  Army  Nurse  Corps.  DOPMA  was  a career  management 
tool  that  applied  to  all  the  military  services.47  Its  concepts  originated  in  the  1970s, 
and  the  law  had  a wide  range  of  implications  for  Army  Nurse  Corps  officers  for 
decades.  DOPMA  legislation  was  first  introduced  into  Congress  in  1974,  signed 
into  law  in  1980,  and  became  effective  in  September  1981. 48  Its  goals  were  three- 
fold: (1)  to  create  a management  system  common  to  all  services;  (2)  to  make 
available  better  career  opportunities  for  the  individual  servicemember;  and  (3) 
to  improve  the  services’  flexibility  of  management.49  Thus,  DOPMA  sought  to 
“improve  the  Army’s  management  of  officers”  and  accordingly  to  “retain  more 
highly  educated  and  technically  trained  officers.”  DOPMA  set  the  stage  for  a sin- 
gle promotion  system  that  was  applicable  Army-wide.  Before  DOPMA,  an  officer 
initially  received  a temporary  promotion  to  the  next  higher  grade,  and  later  on  a 
permanent  basis  to  that  same  grade.50  With  DOPMA,  all  officers  were  placed  on 
only  one  “Active  Duty  List”  for  single  promotions.  DOPMA  also  set  promotion 
guidelines.  It  directed  that  promotion  boards  select  80  percent  of  all  captains  who 
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had  served  the  requisite  time  in  grade  to  be  promoted  to  major.  It  mandated  that 
70  percent  of  all  eligible  majors  be  selected  for  promotion  to  lieutenant  colonel 
and  50  percent  of  eligible  lieutenant  colonels  be  promoted  to  colonel.51  Further- 
more, DOPMA  decreed  that  all  officers  were  to  be  integrated  into  the  Regular 
Army  at  the  11 -year  mark  in  service,  ideally  at  the  field  grade  level.  DOPMA 
also  mandated  that  all  officers  had  to  serve  for  three  years  in  grade  to  be  eligible 
for  retirement  in  that  grade.  Moreover,  the  upper  limit  for  involuntary  separation 
(severance)  pay  increased  from  a lump  sum  of  $15,000  to  $30,000.  DOPMA  also 
set  “uniform,  general  constructive  credit  rules  for  prior  service,  experience  and 
education.52 

DOPMA  was  based  on  the  premise  that  all  officers  were  due  course  officers, 
that  is,  all  entered  the  Army  as  second  lieutenants  and  their  careers  progressed  in 
line  with  specified  DOPMA  guidelines.53  This  was  not  the  case  with  many  Army 
Nurse  Corps  officers.  Before  DOPMA,  the  Corps  recruited  and  welcomed  profes- 
sional nurses  with  various  and  advanced  “levels  of  experience,  graduate  educa- 
tion and  specialty  training”  to  maintain  high  patient  care  standards.  The  Army 
awarded  these  nurses,  as  well  as  Medical  Corps,  Dental  Corps,  Medical  Service 
Corps  scientists,  and  Judge  Advocate  General  officers,  all  with  advanced  educa- 
tion or  experience,  constructive  credit  (increased  rank)  upon  entering  the  Army. 
As  a consequence,  many  joined  the  Army  as  captains  or  majors  with  several  years 
in  grade  for  promotion  and  pay  purposes.  DOPMA’s  career  template  frequently 
did  not  fit  or  adequately  support  the  career  progression  of  these  non-due  course 
Army  nurses.  Because  the  grade  structure  of  the  Army  Nurse  Corps  did  not  al- 
low direct  commission  officers  “a  reasonable  career  progression”  for  promotion 
to  lieutenant  colonel  and  colonel,  these  talented  officers  suffered,  became  disil- 
lusioned, and  resigned  their  commissions.54  DOPMA  also  imposed  an  ironclad 
year  group  strength  management  system  that  forced  the  Army  Nurse  Corps  “to 
refuse  voluntary  indefinite  (VI)  status  to  highly  qualified  officers”  who  were  on 
active  duty  for  three  to  four  years.  At  the  same  time,  the  Corps  was  “unable  to  get 
enough  second  lieutenants  to  replace  them  numerically,  much  less  qualifications- 
wise.”  Such  predicaments  were  the  unintended  outcomes  of  DOPMA,  which  im- 
posed “a  rigid,  arbitrary  grade  structure  designed  for  West  Point  graduates”  on  the 
entire  Army  officer  corps.55  In  the  1980s  the  AMEDD  initiated  a major  structure 
study  to  rectify  these  inequitable  situations.56  However,  in  the  interim,  a person- 
nel management  nightmare  existed.  The  prevailing  personnel  system  essentially 
rejected  highly  qualified  officers. 

Another  DOPMA  problem  involved  non-due  course  Army  Nurse  Corps  officers 
who  entered  service  as  majors  and  were  quickly  promoted  to  lieutenant  colonel 
and,  when  first  eligible,  to  colonel.  Thus,  these  officers  serving  as  colonels  had 
significantly  less  time  in  service  than  the  due  course  officers,  and  many  stayed 
in  the  service  for  20  years  (retirement).  With  their  high  rank,  they  monopolized 
senior  positions  and  created  a logjam  in  the  upper  echelons  of  the  grade  structure, 
slowing  the  rate  of  promotions  for  upcoming  officers  who  were  as  well  qualified 
and  had  longer  active  duty  tenures. 
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An  illustration  of  the  consequences  of  the  slow-moving  promotion  lists  ap- 
peared in  1984  when  those  selected  for  promotion  to  colonel  had  to  wait  two  years 
or  longer  for  their  actual  promotion.  LTC  (P),  Gus  N.  Alexander  and  Fredrick 
Phelps  were  each  in  key  positions  as  chief  nurse,  Army  Recruiting  Command, 
and  chief  nurse,  Training  and  Doctrine  Command,  respectively.  Their  relatively 
low  rank  put  them  at  a disadvantage  in  conducting  routine  duties,  particularly 
coordination  with  high-ranking  officers  at  battalion  and  brigade  levels  and  with 
the  Reserve  Officers’  Training  Corps  Professors  of  Military  Science.  To  circum- 
vent the  grade  inequities  and  to  facilitate  professional  interactions,  the  chief  of 
the  Army  Nurse  Corps  requested  approval  for  both  of  these  Major  Army  Com- 
mand chief  nurses  to  be  frocked  and  allowed  to  pin  on  the  insignia  of  colonel.57 
Although  the  Department  of  Army  approved  both  of  these  requests,  only  Alex- 
ander was  frocked.  The  Training  and  Doctrine  Command  commanding  general 
“did  not  believe  in  frocking”  and  the  Training  and  Doctrine  Command  surgeon 
did  not  support  the  action.  Consequently,  Phelps  did  not  pin  on  his  eagles  until 
his  promotion  sequence  number  moved  to  the  top  of  the  list.58  Less  than  a decade 
later,  these  rank  structure  difficulties  were  partially  rectified  by  several  measures, 
such  as  the  AMEDD  Officer  Structure  Study  and  the  controversial  and  draconian 
Selective  Early  Retirement  Board,  which  undertook  to  force  officers  in  the  upper 
ranks  to  retire.  As  will  be  discussed  later  in  this  book,  the  Selective  Early  Retire- 
ment Board  ultimately  proved  effective  in  its  organizational  aims  but  deleterious 
on  a personal  level. 

A number  of  Army  Nurse  Corps  leaders  foresaw  the  serious  difficulties  that 
would  ensue  for  the  Army  Nurse  Corps  with  the  implementation  of  DOPMA. 
Dunlap  wrote: 

...  I didn’t  function  under  DOPMA,  but  as  it  was  presented  in  briefings,  we  were  led  to  believe  that 
DOPMA  was  the  savior  coming.  It  was  going  to  cure  all  of  our  ills.  But  some  of  us  anticipated  some 
problems  for  the  Army  Nurse  Corps  promotion- wise.  Thank  goodness,  I wasn’t  there.59 
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Chapter  Four 

Readiness  Challenges 


fter  the  catastrophic  circumstances  of  the  Vietnam  War,  the  Army  as  a 


whole  suffered  from  “low  morale,  popular  distaste  for  military  service, 


low  self-esteem,  and  a tarnished  public  image.”  Additionally,  severe  bud- 
get and  personnel  reductions  left  the  organization  a hollow  Army— that  is,  an  in- 
stitution with  an  intact  shell  but  a significantly  diminished  core  that  was  seriously 
deficient  in  facilities,  funding,  manpower,  and  materiel.1  The  Army,  at  low  ebb, 
was  compelled  to  recreate  itself.  A critical  period  of  innovation,  modernization, 
and  reform  materialized.  Important  components  of  the  Army’s  renaissance  were 
the  upgrading  of  the  Table  of  Organization  and  Equipment  (TO&E)  units  and 
field  equipment  and  the  improving  of  individual  and  unit  readiness,  the  ability  to 
respond  quickly  and  competently  to  achieve  the  mission.2 

A major  factor  in  field  nursing  and  the  state  of  readiness  was  the  evolution  of 
field  units,  including  their  staffing,  physical  facilities,  and  configurations.  In  1975, 
the  Army  Medical  Department  (AMEDD)  began  a large-scale  conversion  of  the 
Evacuation  Hospitals  (EVACs)  and  Mobile  Army  Surgical  Hospitals  (MASHs) 
from  tentage  into  Medical  Unit,  Self-contained,  Transportable  (MUST)  facilities 
and  equipment.3  The  MUST  concept  entailed  “inflatable  shelters,  together  with 
a power  package  [to  support]  heat,  light,  air-conditioning,  hot  and  cold  water, 
and  other  utility  requirements.”  The  surgeon  general  directed  that  EVACs  and 
MASHs  be  reconfigured  into  the  modem  Combat  Support  Hospitals  (CSHs).  A 
further  change  in  doctrine  dictated  that  divisions  would  be  supported  in  future 
combat  operations  by  a matrix  of  two  CSHs  that  were  200-bed  MUSTs  and  one 
EVAC.  Previously,  division  medical  assets  included  one  surgical  and  two  EVACs.4 
The  doctrine  changed  once  again  in  1982  when  the  configuration  of  combat  divi- 
sional support  evolved  into  one  MASH,  one  CSH,  and  one  EVAC.  This  change 
raised  combat  division  allocation  from  800  to  1 ,060  beds  and  increased  operating 
tables  from  14  to  20.  The  AMEDD  then  terminated  the  MUST  program  and  began 
preparations  to  develop  the  Deployable  Medical  System,  which  would  enhance 
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AMEDD’s  capability  “to  provide  the  soldier  with  timely,  state-of-the-art  medical 
and  surgical  care  in  a combat  environment.”5 

In  the  mid-1970s,  the  commander  of  Forces  Command  ordered  all  TO&E  units 
to  achieve  and  maintain  a level  of  operational  readiness  so  they  might  clearly 
meet  their  mission.  He  also  directed  that  unit  training  be  the  highest  priority. 
Before  that.  Army  policy  had  restricted  the  full-time  assignment  of  professional 
caregivers  to  Modified  Table  of  Organization  and  Equipment  (MTO&E)  units,  the 
deployable  wartime  hospital  units.  This  limitation  resulted  from  the  extreme  staff 
shortages  in  the  Table  of  Distribution  and  Allowances  (TDA)  hospitals,  referred  to 
as  the  fixed  facilities  or  the  Army  medical  centers  and  Army  Medical  Department 
Activities  (MEDDACs).  Thus,  stringent  ceilings  were  set  for  Army  Nurse  Corps 
participation  in  MTO&E  units,  and  the  Corps  assigned  only  a minimal  number  of 
such  officers  to  ensure  that  training  needs  were  met  and  operational  readiness  was 
maintained.  The  Army  Nurse  Corps  assigned  only  six  Army  nurses  full-time  to 
the  18  existing  MTO&E  units.  They  served  as  staff  officers  and  advised  on  train- 
ing matters  related  to  nursing  and  the  other  allied  health  fields.6 

After  the  new  policy  mandating  increased  readiness  levels  went  to  the  field,  the 
Army  Nurse  Corps  selected  officers  from  its  meager  supply  and  placed  them  in 
all  the  MTO&E  hospitals,  by  then  17  in  number.7  These  nurses  were  responsible 
for  improving  readiness  and  assisting  with  a transition  to  CSH  configuration  and 
MUST  equipment.  They  implemented  the  required  changes  in  “SOPs,  procedures, 
ward  layouts,  sterile  loads,  packing  and  loading  plans,  plus  a total  training  pro- 
gram for  all  patient  care  personnel.”8  However,  certain  aspects  of  the  utilization 
of  Army  nurses  in  MTO&E  units  remained  problematic. 

Generally  speaking,  the  Army  Nurse  Corps  considered  the  manner  in  which 
Medical  Service  Corps  commanders  used  Army  nurses  in  MTO&E  units  to  be 
“very  poor”  in  1973.  The  commanders  had  the  latitude  to  use  their  personnel  as 
they  saw  fit,  and  many  decided  to  send  their  Army  Nurse  Corps  officers  to  the  lo- 
cal military  treatment  facility,  usually  the  nearby  MEDDAC,  because  there  was 
“nothing  for  a nurse  to  do  in  the  unit.”  Male  nurses  assigned  to  MTO&E  units 
frequently  were  given  administrative,  nonnursing  responsibilities  such  as  training 
officer  or  as  supply  officer,  which  required  signing  and  being  responsible  for  the 
entire  unit’s  training  or  equipment.  This  allowed  them  little  if  any  time  to  focus 
on  nursing  issues.  Colonel  Madelyn  Parks,  the  Continental  Army  Command  chief 
nurse,  observed  that  the  male  nurses  seemed  to  fall  into  this  trap  more  readily, 
wanting  “to  be  one  of  the  fellows.”  Rarely  did  any  “female  ANC’s  find  themselves 
in  this  situation.”  Support  and  consultation  for  these  Army  Nurse  Corps  officers— 
usually  captains— from  the  local  TDA  or  MEDDAC  chief  nurse  often  was  not 
forthcoming.  A few  TDA  chief  nurses  resented  the  MTO&E  nurses,  viewing  their 
assignments  as  a foolish  waste  of  personnel  when  nursing  resources  in  the  TDA 
hospital  were  so  scarce.  Others  backed  the  MTO&E  nurse  “to  the  hilt”  and  consis- 
tently went  “to  bat  for  them  when  they  [had]  a problem.”  At  times,  however,  the 
TDA  chief  nurse  was  hamstrung  by  insufficient  command  support  and  a lack  of 
understanding.  Many  of  the  MEDDAC  commanders  were  consumed  by  the  daily 
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demands  of  their  TDA  hospital  and  had  neither  the  time  nor  interest  to  devote  to 
the  MTO&E  unit  assigned  to  them  and  usually  co-located  on  their  post. 

To  mitigate  some  of  these  difficulties,  Parks  recommended  that  all  newly  as- 
signed MTO&E  chief  nurses  undergo  an  orientation  with  an  exemplary  unit,  such 
as  the  41st  CSH  at  Fort  Sam  Houston,  with  an  outstanding  chief  nurse  such  as 
the  41  st’s  Captain  Grace  Squires.  She  also  suggested  that  all  MTO&E  nurses 
meet  annually  to  exchange  ideas,  set  standards,  and  acquire  current  information. 
Moreover,  Parks  asserted  that  Health  Services  Command  should  direct  MEDDAC 
commanders  to  exercise  active  involvement  in  the  ongoing  activities  of  their 
MTO&E  unit.  Parks  added  some  comments  that  reflected  the  state  of  MTO&E 
unit  readiness  in  1973: 

“The  state  of  the  readiness  of  the  medical  MTO[&]E  units  is  terrible  now.  We  know  this.  The  ANC 
[Army  Nurse  Corps]  effort  has  been  tremendous  in  getting  nurses  in  all  of  these  units  to  try  to  upgrade 
their  patient  care  capability.  They  can’t  do  it  alone.”9 

In  another  move  to  improve  readiness,  the  Army  developed  guidelines  for 
weapons  training  for  female  soldiers  and  distributed  them  to  the  field.  In  Janu- 
ary 1976,  Headquarters,  Department  of  the  Army  established  a policy  that  all 
female  officers  participate  in  individual  weapons  training  on  the  same  level  as 
their  male  complement.  The  rationale  was  that  all  personnel,  including  female 
soldiers,  should  be  capable  of  defending  “themselves  and  their  unit  regardless  of 
their  location  on  the  battlefield.”10  The  existing  unwillingness  on  the  part  of  the 
rank  and  file  of  the  Army  to  allow  women  to  handle  firearms  was  a reluctance 
rooted  in  tradition.  In  the  past,  the  Army  rarely  authorized  women  or  nurses  to 
participate  in  weapons  training  or  to  carry  or  discharge  arms  even  for  their  own 
personal  protection. 

By  the  mid-1990s,  the  bearing  of  arms  such  as  the  9-mm  pistol  or  the  Ml 6 rifle 
with  ammunition  while  on  deployments  became  mandatory  for  all  Army  nurses, 
regardless  of  gender.  At  a minimum,  Army  Nurse  Corps  officers  attended  weap- 
ons familiarization  sessions  annually  but  most  were  fully  qualified  on  their  weap- 
on. When  traveling  off  the  hospital  compound  while  deployed,  the  Army  nurse 
carried  the  weapon  that— upon  return  to  the  hospital— was  secured  in  a weapons 
room  or  on  a weapons  rack  on  the  hospital  unit.  Sometimes  pepper  spray  also  was 
issued  as  a less  lethal  option  for  self-defense.  Lieutenant  Colonel  Charlotte  Scott 
recalled  that  by  the  late  1990s,  Army  nurses  carried  a weapon  at  all  times  while 
on  deployed  status,  on  duty  in  hospital  wards,  at  the  mess  hall,  and  even  on  trips 
to  showers  and  latrines.  When  traveling,  the  weapons  were  loaded  but  kept  on 
“safe.”  Scott  added  that  a “clearing  barrel”  filled  with  sand  sat  at  every  hospital 
entrance.  Both  hospital  personnel  and  visitors  were  “required  to  remove  ammo, 
perform  a safety  check,  and  ‘dry’  fire  their  weapon  . . . prior  to  entry  into  the 
hospital.”  This  safety  check  helped  to  prevent  an  unintended  weapon  discharge 
within  the  hospital  perimeter.11 

Over  the  period  of  two  decades,  regulations  and  policy  transitioned  from  al- 
most totally  banning  weapons  for  Army  nurses  to  fully  mandating  their  use  in 
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the  theater  of  combat.  This  transition  mirrored  the  slightly  slower  assimilation  of 
Army  Nurse  Corps  officers  from  a segregated,  separate  status  within  the  Army 
into  nearly  full  integration  as  Army  commissioned  officers. 

The  more  stringent  adherence  to  weight  control  and  physical  fitness  standards 
was  an  additional  strategy  used  by  the  Army  to  enhance  individual  soldier  readi- 
ness to  go  to  war.  The  introduction  of  the  new  expedients  affected  Army  nurses 
as  it  did  virtually  all  members  of  the  officer  corps  and  the  enlisted  ranks.  Head- 
quarters, Department  of  the  Army  distributed  the  revised  Army  Regulation  600-9, 
“The  Army  Weight  Control  Program,”  to  the  field  late  in  1976.  Its  intent  was  to 
foster  weight  control  awareness  and  thus  improve  physical  fitness  and  individual 
readiness.  The  newly  established  weight  standards  contained  within  the  regula- 
tion were  much  more  stringent  than  previous  parameters.  The  earlier  guidelines 
based  on  civilian  life  insurance  height  and  weight  tables  dated  back  to  1 945 . 

The  new  program  defined  in  the  regulation  also  recommended  physical  fitness 
requirements  for  every  soldier  and  directed  commanders  to  conduct  year-round 
fitness  programs.  Eventually,  all  soldiers  younger  than  age  40  were  to  be  weighed 
and  tested  annually  according  to  the  new  physical  fitness  standards.  The  Health 
Services  Command  commander  cautioned  that  “soldiers  who  consistently  fail  to 
comply  may  well  earn  poor  ratings  on  efficiency  reports,  bars  to  re-enlistment  and 
finally  involuntary  separations.  In  short,  they  must  measure  up.”12 

Before  1976,  the  Army  as  a whole  virtually  ignored  the  dictates  of  Army  Regu- 
lation 600-9.  However,  over  time,  commanders  paid  increasing  attention  to  this 
regulation.  Army  Nurse  Corps  officers  who— for  one  reason  or  another— could 
not  or  would  not  meet  the  weight  standards  paid  a penalty  in  the  long  run.  They 
were  not  promoted,  not  selected  to  attend  service  or  civilian  schools,  passed  over 
for  the  choice  assignments,  and  ultimately  many  were  eliminated  from  the  ser- 
vice. Their  commanders  and  peers  harassed  many  Army  Nurse  Corps  officers 
about  their  inability  to  comply.  Ironically,  a significant  number  of  these  individu- 
als who  did  not  meet  the  fitness  requirements  were  among  the  brightest,  most 
diligent,  and  dedicated  officers  on  the  Army  Nurse  Corps  rolls.  Their  elimination 
unquestionably  represented  a significant  loss  for  the  Army.  Nonetheless,  there 
was  no  question  that  soldiers  had  to  be  physically  fit  to  survive  in  modem  combat 
and  contribute  meaningfully  to  the  mission.  Colonel  Carol  Reineck  shared  her 
thoughts  about  the  contradictions  in  the  system: 

“.  . . certainly  the  military  force  needs  to  be  strong  and  healthy  and  capable.  But  there  is  also  ...  a 
benefit  from  wisdom  in  whatever  body  size  it  comes  in.  That’s  what  I saw  lost  was  the  wisdom,  the 
experience,  and  the  commitment.  How  could  we  have  a value  system  that  would  actually  place  those 
qualities  as  less  valuable  than  the  stature  of  the  individual  physically.  I couldn’t  imagine  a system  like 
that,  but  I accepted  it,  and  figured  that  there  may  be  something  that  I didn’t  know  that  drove  it.”13 

The  weight  control  program  was  a bitter  pill  to  swallow,  but  an  essential  under- 
taking for  the  Army  in  its  quest  for  improved  fitness  and  readiness. 

Although  the  weight  and  fitness  standards  were  consistent  across  the  width  and 
breadth  of  the  Army,  one  noteworthy  discrepancy  did  exist  between  the  AMEDD 
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and  the  Army  line.  For  instance,  readiness  to  deploy  carried  radically  different 
implications  for  the  tactical  units,  the  combat  arms,  and  the  AMEDD.  In  situa- 
tions of  rapid  mobilization,  the  AMEDD  and  the  Army  Nurse  Corps  were  at  a 
distinct  disadvantage.  When  committed  to  a deployment,  the  line  units  shifted 
into  a higher  gear,  moving  from  training  to  operational  status.  Skeleton  units  per- 
formed garrison  duties  while  the  main  force  deployed.  The  AMEDD,  conversely, 
had  to  support— simultaneously  and  fully— both  garrison  and  field  responsibili- 
ties because  the  population  at  the  home  base  who  needed  health  care  simply  did 
not  disappear  when  units  went  to  war.  Thus,  in  times  of  mobilization,  Army  Nurse 
Corps  officers  were  required  to  be  in  two  places  simultaneously,  which  affected 
the  Army  Nurse  Corps  response  to  such  emergencies.  Factors  affecting  this  re- 
sponse included  the  available  numbers  of  active  duty,  reserve,  and  National  Guard 
Army  Nurse  Corps  officers;  the  ability  to  retain  officers  on  active  duty  and  to 
activate  the  reserve  component;  the  authority  to  draft  nurses;  the  effectiveness  of 
existing  recruitment  and  training  programs;  and  public  opinion  of  the  military  by 
the  profession  of  nursing  at  large.14  To  improve  its  state  of  readiness,  the  Army 
Nurse  Corps  recognized  that  it  had  to  study  and  deal  with  these  issues.  It  also  had 
to  increase  its  participation  in  field  exercises. 

In  September  1978,  20  Army  nurses  participated  in  the  Return  of  Forces  to 
Germany  exercises.15  Their  participation  signified  a recognition  of  the  imperative 
for  Army  Nurse  Corps  involvement  in  such  exercises  to  enhance  overall  readiness 
and  improve  deployment  proficiency.  Likewise,  in  January  1979,  three  Forces 
Command  and  1 1 Health  Services  Command  Army  nurses  deployed  to  this  large- 
scale  winter  training  exercise.  That  same  year,  Lieutenant  Colonel  Betty  Brice, 
the  obstetrics/gynecology  nursing  consultant,  deployed  with  the  1st  Infantry  Divi- 
sion to  evaluate  health  care  needs  of  the  division’s  women.16 

Brice’s  assignment  was  a public  acknowledgment  by  the  Army  that  female  sol- 
diers had  unique  health  care  issues.  Female  soldiers  by  then  carried  out  combat 
support  and  combat  service  support  responsibilities  in  unprecedented  numbers. 
Furthermore,  there  was  a greater  percentage  of  women  in  the  active  military  as 
a whole.  In  1970,  41,479  women,  or  1.3  percent,  were  serving  in  the  total  active 
duty  military  force  of  3,066,294.  By  1980,  the  number  of  women  in  all  the  U.S. 
armed  forces  totaled  71 ,418,  or  3.5  percent  of  the  entire  force  of  2, 050, 627. 17 

This  revolution  represented  a major  change  for  women,  the  Army,  and  the  Army 
Nurse  Corps.  In  the  1980s,  women’s  opportunities  grew  and  the  Army  devoted 
extensive  time  and  effort  to  developing  policies  to  cope  with  the  influx  of  women 
and  their  new  military  roles.  The  Army  Nurse  Corps  correspondingly  faced  chal- 
lenges such  as  caring  for  the  distinctive  needs  of  female  patients  in  the  field  set- 
ting. As  a predominantly  female  organization,  it  also  benefited  from  the  greater 
presence  of  women  in  the  military,  which  forced  the  Army  to  augment  facilities 
for  women,  treat  women  in  an  equitable  manner,  enhance  women’s  medical  sup- 
port, and  improve  uniforms  and  equipment. 

Although  the  state  of  individual  and  unit  readiness  for  mobilization  was  still 
unsatisfactory  by  1979,  it  had  improved  during  the  1970s.  Junior  and  senior  Army 
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Nurse  Corps  officers  worked  alike  to  get  the  Army  where  it  needed  to  be.  A large 
portion  of  the  readiness  picture  was  the  part  played  by  the  Reserve  and  National 
Guard  components. 

The  Ready  Reserve  was  composed  of  three  elements  in  the  early  1970s.  The 
U.S.  Army  Reserve  (USAR)  Army  Nurse  Corps  officers  could  potentially  belong 
to  one  of  the  three  elements.  The  first  element,  the  Troop  Program  Units  (TPUs), 
consisted  of  various  hospitals  and  medical  detachments  in  locations  across  the 
United  States.  Army  nurses  in  TPUs  drilled  for  one  weekend  per  month  at  military 
or  civilian  hospitals  or  at  Army  Reserve  Centers  with  their  unit.  They  also  served 
two  weeks  of  active  duty  for  training  or  annual  training  per  year  with  their  unit 
at  selected  active  military  installations.  The  second  element,  the  USAR  School 
members,  had  to  participate  in  class  for  one  evening  per  week  for  about  nine 
months  each  year.  They  might  also  attend  a USAR  School  for  two  weeks  annu- 
ally. The  third  element,  the  Annual  Training  Control  Group,  could  be  assigned  to 
a TPU  with  a possibility  of  two  weeks  of  active  duty  for  training.18 

The  USAR  and  the  Army  National  Guard  (ARNG)  faced  a number  of  challeng- 
es in  the  post-Vietnam  era.  Few  nurses  were  interested  in  joining  or  maintaining 
their  status  in  the  reserves.  In  1971,  only  10  percent  of  Army  Nurse  Corps  billets 
in  reserve  units  were  filled.19  In  the  summer  and  fall  of  1976,  a mere  25  percent 
and  then  35  percent  of  requirements,  respectively,  were  filled.  By  spring  of  1977, 
only  36  percent  of  Army  Nurse  Corps  authorizations  in  the  reserves  were  occu- 
pied. To  fill  vacancies,  the  Office  of  The  Surgeon  General  used  various  strategies, 
including  some  that  potentially  degraded  the  quality  of  the  reserve  component 
while  improving  personnel  numbers.  Among  these  new  policies  was  a relaxation 
of  standards  to  make  reserve  service  more  attractive,  which  included  eliminating 
certain  military  education  standards  viewed  as  mandatory  for  promotion,  allow- 
ing and  sometimes  funding  attendance  at  professional  conferences  in  place  of 
annual  training,  and  permitting  Army  Nurse  Corps  reservists  and  guard  personnel 
to  remain  in  service  up  to  age  64.  To  augment  procurement  efforts,  new  policies 
permitted  and  even  encouraged  certain  reserve  units  to  recruit  above  and  beyond 
their  authorizations  whenever  possible  to  compensate  for  under- strength  units,  to 
use  “proven  marketing  techniques”  such  as  widespread  advertising  in  a variety 
of  media,  and  to  accept  registered  nurses  regardless  of  their  educational  level.20 
All  of  these  strategies  slightly  improved  the  strength  of  the  USAR  and  ARNG. 
Nonetheless,  these  components  remained  seriously  shorthanded,  and  the  USAR 
and  ARNG  situation  would  worsen  before  it  improved  significantly. 

In  early  1976,  the  Army  Nurse  Corps  reserve  component  picture  suddenly 
became  more  challenging  and  complex.  The  USAR  increased  authorizations  in 
TPUs  from  about  1,900  Army  Nurse  Corps  officers  to  more  than  5,100  officers. 
This  change  happened  because,  as  General  Madelyn  N.  Parks  wrote,  the  “readi- 
ness posture  of  the  . . . Corps  to  meet  its  primary  mission  during  a contingency 
is  critical.”  By  April  1977,  there  still  were  only  1 ,911  Army  nurses  in  these  units. 
Acknowledging  that  there  were  far  too  few  Army  nurses,  the  USAR  leadership 
liberalized  appointment  criteria  for  Army  Nurse  Corps  officers  and  thus  gave  a 
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“broader  and  clearer  interpretation”  to  the  existing  standards  to  boost  numbers  of 
reserve  nurses.21  At  that  time,  the  AMEDD  Personnel  Support  Agency  selected 
applicants  with  specific  educational  credentials  or  with  a combination  of  educa- 
tional background  plus  certain  amounts  of  professional  experience.  For  example, 
applicants  with  a bachelor’s  of  science  degree  in  nursing  and  six  months’  clinical 
practice  within  the  preceding  year  or  those  with  a hospital  school  diploma  or  an 
associate  degree  in  nursing  plus  24  months  of  experience  were  allowed  to  apply 
for  a commission  in  the  USAR.22  Other  criteria  for  a USAR  or  ARNG  appoint- 
ment included  graduation  from  a nationally  accredited  nursing  program  and  a 
license  to  practice  as  a registered  nurse.23  By  January  1978  the  Army  Nurse  Corps 
had  procured  more  than  2,000  officers  to  fill  the  TPU  vacancies.24 

Nevertheless,  attracting  quality  applicants  into  the  USAR  remained  a chal- 
lenge. USAR  recruiters  could  not  cast  their  nets  “in  the  most  obvious  and  fruitful 
sources— universities  and  schools  of  nursing.”  These  sites  represented  the  “pre- 
serves of  the  active  Army  recruiters,”  and  there  was  neither  coordination  nor  a 
“central  organization”  for  USAR  recruiting.  Every  activity  was  “strictly  on  its 
own.”25  Efforts  to  end  this  fragmentation  and  decentralization  began  in  1978  when 
the  vice  chief  of  staff  of  the  Army  directed  that  the  responsibility  for  recruiting 
Active,  Guard,  Reserve  officers  would  be  combined  outside  of  USAR  command 
channels.  The  surgeon  general  subsequently  ordered  that  all  AMEDD  recruiting 
occur  under  his  aegis,  with  the  exception  of  Army  Nurse  Corps  recruiting.  All  Ac- 
tive, Guard,  Reserve  Army  Nurse  Corps  officers’  recruitment  was  vested— as  it 
had  been  traditionally— in  the  U.S.  Army  Recruiting  Command.  This  new  system 
consolidating  all  AMEDD  Active,  Guard,  Reserve  recruitment  was  fully  opera- 
tional by  July  1980. 26  With  the  dawning  of  the  decade  of  the  1980s,  the  picture 
was  somewhat  brighter.  By  then,  the  Army  Nurse  Corps  Reserve  and  National 
Guard  reported  filled  authorizations  at  a much  improved  59  percent  level.27 

Another  important  issue  linked  to  the  expanded  reliance  on  the  USAR  and 
ARNG  was  the  mandate  to  improve  their  state  of  readiness.  In  1972,  a private 
think  tank,  the  Research  Analysis  Corporation,  examined  this  question.  Its  final 
report  noted  that  the  intent  of  the  USAR  system  was  “to  provide  . . . units  and 
individuals  that  can  be  made  combat  ready  faster,  on  mobilization,  than  can  newly 
organized  units  composed  primarily  of  untrained  personnel.”28  The  investigators 
concluded  that  the  USAR  system  “succeeded  only  marginally”  in  achieving  this 
end  “in  the  partial  mobilizations”  that  occurred  after  World  War  II.  They  attributed 
the  failures  to  flawed  national  policies  that  affected  the  USAR’s  and  ARNG’s  re- 
cruitment and  manpower  practices;  deficiencies  in  equipment,  training  locations, 
and  amenities;  and  “improper  organization  of  Reserve  component  units.”29 

By  the  end  of  the  decade,  the  AMEDD  had  incorporated  certain  parts  of  the 
study’s  findings  into  its  planning.  The  Office  of  The  Surgeon  General,  like  the  rest 
of  the  Army,  pre-positioned  equipment  overseas  for  use  by  mobilized  reserve  hos- 
pital units,  in  line  with  Army- wide  policy.  Additionally,  it  sought  ways  to  improve 
supplies  and  equipment  for  deploying  units.  The  Office  of  The  Surgeon  General 
also  arranged  for  priority  units  designated  for  early  deployment  to  be  filled  to 
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Before  her  retirement  in  1981,  Colonel  Garnet  I.  Willow  served  as  Mobilization  Designee  to  the  Chief 
of  the  Army  Nurse  Corps. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 

the  maximum  or  even  to  over  strength  manning  levels.30  Moreover,  the  AMEDD 
expanded  opportunities  for  training  both  at  the  unit  level  and  at  the  Academy  of 
Health  Sciences.31 

Furthermore,  the  AMEDD  adopted  a comprehensive  approach  to  promote  over- 
all readiness,  inclusiveness,  and  cohesiveness.  Lieutenant  Colonel  Garnet  Willow 
of  the  2290th  U.S.  Army  Hospital  in  Rockville,  Maryland,  articulated  the  prob- 
lematic, widely  held  opinion  of  reservists  in  regard  to  the  Total  Army  Concept: 
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Under  the  “One  Army”  concept  the  US  AR  has  been  with  us  for  years . Yet  many  reservists  feel , not  en- 
tirely without  justification , that  they  have  been  left  at  home  crouching  in  the  ashes  while  their  more  favored 
stepsisters  (and  stepbrothers)  of  the  active  forces  dance  at  the  ball.  We  sympathize  with  their  viewpoint.32 

To  bridge  the  gulf  and  unify  the  components,  the  AMEDD  used  several  strate- 
gies. For  example,  the  AMEDD  expanded  its  Mobilization  Designee  program, 
included  USAR  and  ARNG  representation  at  the  Department  of  the  Army  level 
whenever  feasible,  and  reminded  all  involved  in  the  process  of  policy  making 
to  keep  in  mind  “What  is  the  impact  on  the  reserve  components?”33  Finally,  the 
Army  Nurse  Corps  assigned  an  officer  full-time  to  U.S.  Army  Reserve  Compo- 
nents Personnel  and  Administration  in  St.  Louis,  Missouri.  In  October  1977,  the 
Corps  selected  Lieutenant  Colonel  Margie  O.  Burt,  Army  Nurse  Corps-USAR,  to 
assume  responsibilities  for  the  integration  of  the  Officer  Personnel  Management 
System  in  the  USAR.  She  also  managed  personnel  activities  such  as  Specialty 
Skill  Identifier  changes  for  Army  Nurse  Corps  USAR  officers.34  After  implement- 
ing these  measures,  the  AMEDD  was  closer  to  achieving  its  goal  of  improved 
reliance  on  the  USAR  and  ARNG  components  and  was  in  better  compliance  with 
the  expectations  of  the  Total  Army  Concept. 

The  opening  of  the  Reserve  Officers’  Training  Corps  (ROTC)  program  to  future 
Army  Nurse  Corps  officers  was  another  milestone  that  produced  several  benefi- 
cial effects.  One  of  those  positive  outcomes  for  Army  nurses  who  participated  in 
this  program  was  greater  readiness  to  function  in  the  combat  setting.  Although 
the  contemporary  Army  ROTC  originated  with  the  National  Defense  Act  of  1916, 
women  were  first  allowed  to  participate  in  the  program  in  the  1972-1973  aca- 
demic year.35  Although  it  is  true  that  not  all  potential  Army  Nurse  Corps  officers 
were  women,  nonetheless  the  elimination  of  the  bar  that  limited  ROTC  participa- 
tion to  men  opened  the  door  for  all  baccalaureate  nursing  students — regardless  of 
gender — to  apply  for  this  program. 

At  this  time,  ROTC  became  the  preferred  choice  for  future  accessions  to  the 
Army  Nurse  Corps.  As  years  passed,  the  Army  customarily  prized  and  valued — to 
an  increasingly  greater  extent — professional  military  traits  in  Army  Nurse  Corps 
officers.  Thus,  the  institution  favored  nurses  who  were  ROTC  graduates  because 
this  basic  preparation  developed  leadership  attributes  and  soldiers’  skills.  Addi- 
tionally, it  cultivated  military  proficiencies  and  promoted  a professional  demeanor 
and  military  bearing.  The  program  also  provided  a comprehensive  orientation  to 
the  Army  as  an  organization,  its  goals,  values,  and  mores.  Finally,  ROTC  fostered 
a sense  of  esprit  de  corps  among  its  members  and  other  Army  officers.36 

New  incentives  also  attracted  collegiate  nursing  students  to  ROTC.  Financial 
advantages  included  the  potential  to  be  awarded  a two-  or  three-year  scholarship 
with  full  payment  of  tuition,  books,  supplies,  and  specific  fees  along  with  a maxi- 
mum $1,000  annual  subsistence  allowance.  Cadets  who  did  not  qualify  for  the  full 
scholarship  benefit  could  still  receive  the  $1,000  annual  allowance  in  their  junior 
and  senior  years  of  school.  ROTC  graduates  also  enjoyed  expedited  participation  in 
advanced  and/or  specialized  educational  programs.  Moreover,  ROTC  cadets  could 
choose  either  the  Cadet  Troop  Leadership  Program  or  the  six-week  Alternative 
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Advanced  Summer  Camp  specifically  designed  for  nurse  cadets  during  their  sum- 
mer. While  attending  these  programs,  cadets  had  transportation  and  room  and 
board  furnished;  they  also  were  paid  about  a $500  subsistence  allowance.37 

As  early  as  1978,  ROTC  chief  nurses  discussed  forming  an  Army  Nurse  Corps 
summer  camp  for  ROTC  cadets  to  augment  or  replace  the  traditional  Cadet  Troop 
Leadership  Program,  an  all-branch  Army  summer  camp.  Both  advantages  and 
disadvantages  were  implicit  in  the  Army  Nurse  Corps  branch-specific  program. 
Although  the  nurse-specific  option  would  undoubtedly  hone  the  cadets’  clinical 
skills  and  enhance  their  preparation  for  a future  career  as  an  Army  nurse,  it  would 
not  offer  as  much  exposure  to  the  rest  of  the  Army  world.38  Texas  Christian  Uni- 
versity cadet  Teresa  Parsons  participated  in  the  traditional  ROTC  summer  camp 
and  favored  that  option.  She  felt  that  it  was  “one  of  the  few  times  that  we  . . . had 
the  opportunity  to  . . . actually  be  a part  of  the  main  body  of  the  military.”  Parsons 
recalled  that  while  at  the  Cadet  Troop  Leadership  Program,  she  “had  to  write  op- 
eration orders,  and  place  land  mines,  and  conduct  patrols,  and  all  that  lieutenants 
did  in  the  rest  of  the  Army  all  the  time.”39  Outgoing  chief  of  the  Corps,  Parks,  op- 
posed the  Army  Nurse  Corps-specific  plan  on  that  very  basis,  reasoning  that  “the 
present  structure”  should  not  be  disturbed,  because  it  offered  “some  of  our  best 
Nurses  with  much  better  insights  into  the  Army  as  a whole.”40  Nonetheless,  by  the 
summer  of  1981,  Brigadier  General  Hazel  Johnson,  the  subsequent  chief  of  the 
Army  Nurse  Corps,  approved  the  concept  and  implementation  of  a special  sum- 
mer camp  for  ROTC  nurse  cadets.41  A total  of  24  cadets  participated  that  first  year 
at  four  sites,  one  in  each  ROTC  region 42  The  overall  objective  of  the  camp  was 
“to  provide  a realistic  leadership  experience  in  the  clinical  setting”  and  to  furnish 
“firsthand  knowledge  of  the  duties,  responsibilities  and  living  conditions  of  the 
junior  ANC  [Army  Nurse  Corps]  officer  in  the  Army.”43  As  prerequisites  for  atten- 
dance at  the  camp,  cadets  had  to  volunteer  for  the  special  camp,  have  completed 
three  years  of  their  nursing  curriculum,  and  be  eligible  to  graduate  with  a bacca- 
laureate degree  in  nursing  in  the  spring  of  1982.44  Cadet  volunteers  who  attended 
the  six-week  summer  program  actually  shadowed  an  Army  Nurse  Corps  junior 
officer,  who  served  as  their  preceptor.  The  students  participated  in  other  selected 
hands-on  experiences  and  also  spent  some  time  in  the  field  with  a CSH 45 

Each  year  the  program  evolved  and  improved.  Based  on  1981  camp  partici- 
pants’ suggestions,  ROTC  leaders  decided  to  incorporate  common  military  profi- 
ciencies and  skills  into  the  summer  1982  camp  program  of  instruction.  According- 
ly, exposure  to  subjects  such  as  physical  training;  weapons  qualification;  nuclear, 
biological,  and  chemical  protection;  day  and  night  land  navigation  skills;  field 
first  aid  and  sanitation;  and  individual  tactical  training  was  added  to  the  experi- 
ence in  1982  46 

By  the  summer  of  1983,  the  entire  program  had  grown  exponentially,  testifying 
to  the  idea’s  success  and  value.  A total  of  121  cadets  participated  in  the  ROTC 
Nursing  Advanced  Camp  (ROTCNAC).  In  addition,  61  more  ROTC  nursing  ca- 
dets participated  in  Cadet  Troop  Leadership  Training,  the  traditional  Advanced 
Summer  Camp  that  focused  exclusively  on  military  skills. 


Readiness  Challenges  69 


First  Lieutenant  Monica  Scheibmeir  of  the  U.S.  Army  Medical  Department  Activity,  Fort  Riley,  Kan- 
sas, mentors  ROTC  Cadet  Pam  Olson  from  the  University  of  Kansas,  Kansas  City,  as  she  prepares  a 
medication  for  a patient  on  8 July  1987. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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In  1983,82  deans  of  university  schools  of  nursing  visited  the  ROTCNAC  sites.47 
In  succeeding  years,  the  deans’  visits  became  an  annual  ritual.  ROTC  nurse  lead- 
ers conceived  and  implemented  the  familiarization  program  to  more  fully  con- 
vince the  civilian  academic  administrators  of  the  value  of  the  ROTC  experience. 
They  hoped  that  the  deans’  exposure  to  the  program  would  influence  them  to 
encourage  further  student  participation.  Such  was  the  case  in  1989  with  Dr.  Lea 
Acord,  the  director  of  the  University  of  Maine  School  of  Nursing.  That  summer, 
Acord  accepted  the  invitation  to  visit  the  Fort  Bragg  ROTCNAC  for  two  days. 
While  there,  she  decided  to  attempt  rappelling  off  a wall  and  also  to  participate 
in  the  slide  of  life.  Her  success  with  these  two  maneuvers  and  other  experiences 
there  led  Acord  to  declare  that  “she  was  impressed  by  the  organization  and  mo- 
tivational techniques  employed  . . . and  would  encourage  students  ...  to  try  it.” 
Acord  added  that  she  “always  thought  of  the  service  as  rigid.”  However,  her  ideas 
were  transformed  when  she  “found  instead  during  her  visit  that  positive  reinforce- 
ment was  widely  used  to  encourage  improvement.”48 

The  ROTCNAC  program  continued  to  evolve.  By  1983,  32  collegiate  nursing 
programs  had  begun  to  award  academic  credit  for  ROTCNAC.  Another  15  nurs- 
ing schools  were  considering  granting  academic  credit  for  ROTCNAC  from  their 
institutions. 

Various  problems  needing  additional  attention  surfaced  and  were  resolved  as 
ROTCNAC  was  regularly  put  into  practice  on  an  annual  basis.  These  concerns 
revolved  around  issues  such  as  standardization  of  field  training,  appropriate  bil- 
leting, and  adequacy  of  transportation.49  By  1984, 27  Army  hospitals  were  hosting 
ROTCNAC  for  a total  of  162  cadets.50  In  1985,  the  camp’s  title  was  changed  to 
the  Nurse  Summer  Training  Program.51 

The  use  of  ROTC  as  a procurement  source  got  underway  very  slowly.  In  fiscal 
year  (FY)  1976,  the  first  two  nurses  graduated  from  ROTC  and  entered  the  Army 
Nurse  Corps.52  In  the  following  FYs  1977,  1978,  and  1979,  ROTC  claimed  two, 
32,  and  29  accessions,  respectively,  to  active  duty.53  By  FY  1980,  the  number  of 
new  accessions  procured  through  ROTC  recruiting  channels  had  gradually  in- 
creased to  35  new  officers  of  a total  of  425  accessions.54  In  FYs  1981 , 1982,  and 
1983,  ROTC  produced  58, 46,  and  50  new  Army  Nurse  Corps  officers  annually.55 
The  modest  growth  in  ROTC  accessions  reflected  the  greater  attention  and  in- 
creased assets  channeled  into  ROTC  as  a recruiting  tool. 

To  improve  recruitment  and  coordination  of  ROTC  cadets,  the  Army  Nurse 
Corps  undertook  several  measures.  It  selected  and  assigned  ROTC  chief  nurses  to 
the  four  ROTC  regions  in  the  early  1980s.  These  Army  Nurse  Corps  officers  met 
a variety  of  expectations.  They  served  as  the  region  commander’s  nursing  staff  of- 
ficer and  developed  plans  for  accomplishment  of  the  mission.  They  identified  and 
visited  promising  sites  of  recruitment,  implemented  staff  visits  to  summer  camps 
and  accredited  colleges  of  nursing,  and  produced  publicity  information.  They  also 
interfaced  with  the  U.S.  Army  Recruiting  Command  recruiters  and  shared  infor- 
mation and  leads.56  Additionally,  the  ROTC  chief  nurses  advocated  for  the  ca- 
dets vis-a-vis  professors  of  military  science  assigned  to  the  universities.  Nursing 
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cadets  carried  heavy  class  loads  between  their  traditional  collegiate  courses,  nurs- 
ing classes  that  involved  many  extra  hours  of  clinical  experience,  and  their  ROTC 
classes.  “The  PMS  [professor  of  military  science]  was  not  always  willing  to  make 
allowance  for  [the  intense  demands  made  on  the  time  of]  nursing  students.”  Also, 
on  occasion,  no  ROTC  programs  existed  on  the  nurse  cadets’  campuses,  which 
necessitated  time-consuming  travel  to  another  institution  with  a ROTC  program.57 
Nonetheless,  ROTC  continued  as  a mainstay  for  recruitment  and  a key  producer 
of  high-quality  Army  Nurse  Corps  officers  for  the  rest  of  the  20th  century. 

Airborne  training  was  another  option  for  certain  nursing  ROTC  cadets  as  the 
1970s  ended,  and  it  too  served  to  improve  readiness  in  those  nurse  paratroopers 
who  achieved  that  mark  of  distinction.  Cadet  Teresa  Parsons  competed  against  all 
other  ROTC  cadets  at  Texas  Christian  University  for  one  of  two  slots  to  attend 
jump  school  at  Fort  Benning,  Georgia.  The  university’s  ROTC  unit  decided  that 
the  two  cadets— regardless  of  gender— that  earned  the  highest  physical  training 
test  scores  would  attend.  To  make  the  competition  among  the  Texas  Christian 
University  cadets  fair,  Parsons  volunteered  to  compete  using  the  men’s  more 
stringent  parameters  for  the  two-mile  run  and  push-ups.  She  won  the  competition, 
was  chosen  to  attend  the  course,  and  successfully  achieved  airborne  status.58 

Participation  in  airborne  training  was  grueling  but  definitely  worthwhile  for 
those  who  qualified  for  jump  wings.  Cadet  Jimmie  Keenan  participated  in  the 
training  in  1983  right  after  her  freshman  year  at  Henderson  State  University  in 
Arkansas.  She  explained: 

Jump  school  was  a defining  moment  for  me.  . . . Airborne  School  really  tested  me  and  made  me 
understand  how  a soldier  really  felt.  I believe  . . . having  to  buff  the  floors,  clean  the  toilets,  march  ev- 
erywhere, do  more  pull-ups,  push-ups  and  side  straddle  hops  than  I thought  possible,  broke  me  down 

and  built  me  up 1 knew  that  if  I could  make  it  through  Airborne  school  I could  do  anything.  I finally 

felt  like  a soldier.  Now  almost  20  years  later,  when  I have  on  my  BDUs  [battle  dress  uniforms]  or  my 
class  A’s  I always  stand  a little  straighter  because  I went  through  Airborne  school  ...  it  has  also  helped 
me  to  take  care  of  my  patients.  They  knew  when  they  looked  at  my  uniform  that  I understood  what 
they  had  been  through.  It  helped  establish  instant  creditability  with  the  line  officers  that  I have  worked 
with  in  Recruiting,  AMEDD  C&S,  CAS3,  Resident  CGSC,  and  as  the  Chief  Nurse  in  Kosovo,  going 
head  to  head  with  the  Line  guys  fighting  for  space  to  set  up  the  combat  support  hospital.59 

In  the  1950s,  a handful  of  Army  Nurse  Corps  male  nurses— many  of  whom 
were  anesthetists— became  jump-qualified.  Some  of  these  officers  were  attached 
to  Special  Forces  units.  Second  Lieutenant  Robert  M.  Stauffer  and  Captain  Pat- 
rick J.  Ferry  were  among  the  first  Army  Nurse  Corps  officers  to  qualify  for  this 
demanding  role.  The  twosome,  assigned  to  the  101st  Airborne  Division  at  Fort 
Campbell,  Kentucky,  attended  Airborne  School  in  1956.60 

Lieutenant  Colonel  Susan  McCall  was  43  years  old  when  she  attended  jump 
school.  Since  she  was  directed  to  help  design  an  airbome/airdroppable  unit,  she 
decided  that  she  “needed  to  know  what  the  capabilities  were  of  the  personnel” 
in  the  proposed  unit.  Hence,  she  went  to  “airborne  school  to  see  what  was  in- 
volved.” Still  later  McCall  chose  to  participate  in  jump  master  school  with  the 
82nd  Airborne  Division  at  Fort  Bragg,  North  Carolina.  She  was  the  only  female 
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Lieutenant  Colonel  Susan  McCall,  sitting  on  the  “Green  Ramp”  at  Fort  Bragg,  North  Carolina,  was 
waiting  to  board  the  aircraft  to  jump  in  1988.  Her  main  parachute  was  on  her  back  and  her  reserve 
parachute  was  on  her  front  with  the  bag  to  stow  her  chute  strapped  under  the  reserve.  After  jumping 
she  would  gather  her  chute  and  stow  it  to  carry  it  off  the  drop  zone.  To  the  left  of  Lieutenant  Colonel 
McCall  on  the  tarmac  is  her  full  Alice  pack. 

Photo  courtesy  of  Susan  McCall,  Houston,  TX. 
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in  the  class  and  one  of  the  oldest  of  all  the  students.  Faculty  informed  her  “that  the 
pass  rate  [was]  about  40%  but  our  class  [ultimately]  had  about  a 90%  pass  rate.” 
McCall  surmised  that  “those  guys  were  not  about  to  let  some  little  old  lady  out  do 
them.”61  Thus,  possessing  the  elite  Airborne  School  qualification  proved  to  be  an 
advantageous  distinction  not  only  for  key  Army  Nurse  Corps  officers  but  also  for 
a selected  few  ROTC  cadets. 

Another  Army  nurse,  Captain  Jose  F.  Rivera,  pioneered  the  way  for  Army 
Nurse  Corps  participation  in  air  assault  training  with  the  101st  Airborne  Division 
in  1978.  While  assigned  to  Fort  Campbell,  Kentucky,  Rivera  was  among  77  of  a 
class  of  136  to  earn  the  coveted  air  assault  badge  by  rappelling  from  a tower  and 
later  from  a helicopter,  completing  a strenuous  road  march  with  full  pack  and 
weapon,  and  integrating  various  other  air  assault  techniques  and  acumen  into  his 
armamentarium.62  The  acquisition  of  these  advanced  military  proficiencies  en- 
hanced the  quality  of  the  contributions  made  by  Army  Nurse  Corps  officers  to  the 
Army  mission. 
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Chapter  Five 

Administrative  Questions 


number  of  administrative  questions  arose  during  the  1970s.  Although 


some  were  unprecedented  concerns,  others  were  age-old  dilemmas  that 


had  been  addressed  in  the  past  and  recurred  later  in  a climate  of  new 
and  changing  circumstances.  Foremost  among  the  administrative  challenges  were 
concerns  that  dealt  with  the  augmentation  of  the  Army  Nurses  Corps  personnel 
strength;  the  quest  for  quality  in  the  provision  of  health  care;  and  the  search  for 
appropriate,  comfortable,  and  appealing  uniforms  for  Army  nurses. 

Despite  predictions  that  the  Army  Nurse  Corps  would  have  no  trouble  in  main- 
taining an  adequate  nurse  force  during  the  1970s,  shortages  of  nurses  remained 
a pressing  concern.  The  grim  deficits  resulted  from  at  least  two  conditions.  At 
first,  the  primary  causal  factor  was  the  classic  postwar  retrenchment  in  resources 
following  the  Vietnam  War.  As  the  size  of  the  standing  Army  was  cut,  the  Army 
Medical  Department  (AMEDD)  also  was  on  the  wane,  and  Army  Nurse  Corps 
authorizations  correspondingly  regressed.1  Often  these  cuts  seemed  exorbitant 
and  inexplicable.  Although  the  active  duty  troop  strength  declined,  its  decrease 
was  more  than  offset  by  the  ever-increasing  number  of  other  beneficiaries.  This 
population  included  additional  family  members  linked  to  the  all-volunteer  army 
and  the  rising  numbers  of  retired  military  personnel  and  their  dependents,  all  of 
whom  required  health  care.2  At  the  same  time,  in-hospital  care  needs  had  become 
increasingly  complicated,  with  more  acutely  ill  patients  and  new  technological 
modalities,  thus  requiring  a higher  professional  nurse-to-patient  ratio  to  provide 
adequate,  safe  care.3  Also,  after  several  years  passed  and  the  surgeon  general  in- 
creased the  authorized  strength,  the  Corps  faced  formidable  challenges  in  its  ef- 
forts to  recruit  sufficient  applicants  amid  a national  nurse  shortage.  Clearly,  the 
Army  Nurse  Corps  was  in  a tight  spot. 

Authorizations  in  the  post-Vietnam  War  Army  Nurse  Corps  steadily  declined 
for  several  years.  The  authorized  year-end  strength  was  4,752  in  the  early  days  of 
fiscal  year  (FY)  1972  but  quickly  plunged.  For  FY  1972  and  FY  1973,  year-end 
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strengths  were  4,107  and  3,597,  respectively.4  The  year-end  quota  was  3,830  for 
FY  1974. 5 The  actual  year-end  strength  for  FY  1975  was  3, 706. 6 For  FY  1976,  the 
Army  Nurse  Corps  was  allowed  to  fill  only  3,510  authorizations.  General  Mad- 
elyn  N.  Parks  reassured  the  Corps  that  she  was  “fighting”  to  obtain  “some  relief 
from  this  impossible  ceiling.”7  But  the  steady  decline  continued  and  the  actual  FY 
1976  year-end  strength  remained  at  3,5 10  as  projected.8  The  trend  began  reversing 
in  1977  when  the  surgeon  general  authorized  98  additional  slots  “directly  related 
to  support  of  the  new  Walter  Reed  Army  Medical  Center.”  This  increase  brought 
the  Corps  to  a strength  of  3,608,  and  Parks  rightfully  noted  that  year-end  strength 
might  be  expanded  further  “as  a result  of  making  our  manpower  shortages  widely 
known.”9  By  April  1977,  the  FY  1977  year-end  strength  rose  to  3,710.  Parks  also 
predicted  that  the  intense,  painful  summertime  nursing  shortfall — so  typical  in 
the  past  when  the  Corps  would  cut  desperately  needed  active  duty  nurses  to  bring 
actual  numbers  into  compliance  with  fiscal  year-end  strength  limits — would  not 
be  repeated  in  the  summer  of  1977.  Congress  had  shifted  the  beginning  of  the  FY 
from  1 July  to  1 October,  which  meant  more  nurses  could  be  carried  on  the  books 
for  three  months  longer.10  Authorized  year-end  strengths  for  FY  1978  and  FY 
1979  were  3,886  and  3,727  each.11  The  latter  figure  reached  3,759  by  November 
1979. 12  By  FY  1980,  the  authorized  year-end  strength  had  partially  recovered  to 
3,801  slots.13 

Although  illogical  and  baffling,  the  painful  cuts  imposed  on  the  Army  Nurse 
Corps  in  a decade  when  it  was  launching  a major  new  program,  the  Army  Nurse 
Clinician  Program,  and  assuming  even  greater  responsibilities  probably  were  a 
part  of  an  overall  military  force  reduction.  When  a task  force  met  in  1977  to  assess 
the  program’s  past  accomplishments  and  plan  future  directions,  participants  noted 
that  between  1971  and  1977,  the  strength  of  the  Army  Nurse  Corps  had  dropped 
from  4,495  to  3,608,  a total  loss  of  887  slots.  At  the  same  time,  the  strength  of 
the  Medical  Corps  had  “remained  relatively  constant.”  When  no  physicians  could 
be  found  or  recruited  to  fill  the  empty  general  medical  officer  authorizations,  the 
Medical  Corps  converted  these  billets  into  medical  specialty  or  physician  assis- 
tant spaces.  Simultaneously,  the  “Medical  Service  Corps  also  remained  at  a rela- 
tively stable  strength.”14  This  meant  a shrinking  Army  Nurse  Corps  was  assuming 
the  responsibilities  of  other  health  care  providers  as  well  as  its  own  when  its 
own  resources  were  steadily  declining  and  the  strengths  of  the  other  branches 
remained  virtually  unchanged.  The  inability  of  the  Army  Nurse  Corps  to  defend 
against  reductions  in  the  face  of  power  and  politics  probably  played  a large  part 
in  this  conundrum. 

The  Army  Nurse  Corps  implemented  measures  to  bring  actual  numbers  into 
compliance  with  the  proposed  drastic  downsizing  that  occurred  in  the  Army  after 
the  Vietnam  War.  One  strategy  was  to  curtail  new  accessions  to  the  Corps.15  By 
1973,  a “zero-procurement  objective”  was  in  effect.  In  other  words,  the  Corps  was 
recruiting  almost  no  nurses,  which  produced  an  unwelcome  consequence— “a 
30%  shortfall”  in  the  Army  Nurse  Corps  Contemporary  Practice  Program  courses. 
Senior  Army  Nurse  Corps  leaders  then  predicted  that  under  these  conditions  they 
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would  “be  forced  to  place  less  prepared  nurses  on  independent  duty,  and  qual- 
ity,” consequently,  would  be  jeopardized.  This  would  cause  “anger,  frustration 
and  apathy”  among  patients,  nurses,  and  doctors.  In  the  final  analysis,  patients, 
it  was  predicted,  would  become  “the  victims.”16  The  chief  of  the  Corps,  General 
Lillian  Dunlap,  anticipated  the  crisis  and  formally  briefed  the  Surgeon  General 
(TSG),  Lieutenant  General  Hal  Jennings,  on  its  implications.  When  faced  with  the 
critical  state  of  affairs,  TSG  initiated  measures  designed  to  increase  Army  Nurse 
Corps  authorizations  by  300  spaces.  These  authorizations  were  to  be  subsequently 
distributed  to  the  field.  The  Army  Nurse  Corps  designated  260  of  these  nurse  cli- 
nician slots  for  the  continental  United  States,  25  for  the  U.S.  Army,  Europe,  and 
approximately  15  for  the  U.S.  Army,  Pacific.  However,  the  recommendations  for 
distribution  of  the  300  nurse  clinician  spaces  were  not  included  with  the  Budget 
Manpower  Guidance  that  went  forward  to  the  Health  Services  Command  (HSC).17 
Later  in  1977,  Colonel  Edith  Nuttall,  assistant  chief  of  the  Army  Nurse  Corps,  re- 
iterated that  the  “300  never  appeared  as  . . . ANC  [Army  Nurse  Corps]  spaces  on 
manpower  documents  in  the  field  in  1972.”  Nuttall  again  attributed  the  failure  to 
a “lack  of  specific  guidance  by  OTSG  [Office  of  The  Surgeon  General]  in  PBG 
[Program  Budget  Guidance].”18  The  entire  episode  probably  was  a slipup  that 
inadvertently  happened  in  a busy,  complex  time  when  many  pressing  concerns 
claimed  the  attention  of  Army  Nurse  Corps  leaders.  Subsequently,  the  phantom 
300  slots  were  lost  in  the  vast,  confusing  collection  of  manpower  numbers  and 
were  dispersed  elsewhere.19 

In  addition  to  curtailing  new  accessions,  the  Army  Nurse  Corps  reluctantly  im- 
plemented even  more  problematical  measures  to  reduce  numbers,  knowing  that 
these  measures  would  be  detrimental  to  esprit  de  corps.  The  Corps  had  no  choice 
but  to  impose  more  stringent  ceilings  on  all  promotions.20  As  a result  of  the  slower 
promotions  and  longer  time  in  grade,  the  morale  of  many  Army  nurses  suffered. 

Furthermore,  in  FY  1972,  the  Army  Nurse  Corps  released  579  officers  from  ac- 
tive service.  In  FY  1973 , it  forced  another  404  officers  to  leave.21  A change  in  Army 
policy  dictated  this  reduction  in  forces.  In  November  1971 , the  Army,  “in  contrast 
to  previous  fiscal  years,”  made  “established  year-end  strengths  . . . mandatory.”22 
By  FY  1976,  the  Department  of  the  Army  constrained  the  Army  Nurse  Corps  to 
release  “approximately  328  fine  young  officers.”23  Many  Army  nurses  affected  by 
the  reduction  in  forces  left  embittered,  resolving  never  to  recommend  a career  in 
the  Army  Nurse  Corps  to  friends  or  associates.  Many  vowed  never  to  return  to  the 
Army,  swearing  never  again  to  respond  in  time  of  national  need. 

Another  solution  regularly  proposed  to  deal  with  the  Army’s  inability  to  recruit 
new  personnel  for  the  Army  Nurse  Corps  — albeit  rarely  implemented— involved 
converting  additional  existing  military  authorizations  to  civilian  registered  nurse 
billets.  In  FY  1974  and  FY  1975,  military  installations  were  employing  2,447 
and  2,221  civilian  nurses,  respectively.24  On  a recurring  basis  during  the  1970s, 
civilian  and  military  leaders  and  professionals  suggested  additional  civilianiza- 
tion  to  increase  numbers.  The  Army  Nurse  Corps  regularly  rejected  the  option  be- 
cause it  hampered  its  flexibility  to  use  nursing  resources  and  hindered  stabilizing 
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Colonel  Edith  Nuttall  served  as  assistant  chief  of  the  Army  Nurse  Corps  from  1974  to  1978. 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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assignment  tours  for  Army  nurses.  Furthermore,  the  excessive  employment  of 
civilian  nurses  was  thought  to  result  in  a chronic  failure  to  fulfill  teaching  require- 
ments and  enforce  discipline  for  enlisted  corpsmen  and  patients.25  Evidently,  the 
leadership  held  the  opinion  that  the  authority  vested  in  an  Army  Nurse  Corps 
officer  was  a prerequisite  for  dealing  with  these  responsibilities.  It  also  was  es- 
sentially impossible  to  convert  the  civilianized  slots  back  to  military  billets  when 
needs  and  circumstances  changed  in  the  future.  Most  recognized  that  civilianiza- 
tion  was  a flawed  short-term  fix  with  long-term  ramifications. 

In  the  immediate  post- Vietnam  period,  Army  Nurse  Corps  leaders  were  unwav- 
eringly assured— albeit  erroneously— that  authorizations  would  not  be  reduced. 
Thus,  with  confidence  in  a stable  future,  the  leaders  focused  on  creative  strategies 
to  fill  existing  authorizations.  One  option  posed  was  the  Volunteer  Army  Stu- 
dent Nurse  Program,  a collegiate  variation  of  the  Army  Student  Nurse  Program. 
Broached  in  1971  but  never  implemented,  the  plan  suggested  offering  three-year 
subsidies  annually  to  150  baccalaureate  nursing  students  who  had  already  com- 
pleted one  year  in  an  approved  university  nursing  program.  The  students  would  be 
reimbursed  for  tuition  and  certain  expenses  and  receive  the  pay  and  allowances  of 
an  enlisted  soldier.  At  the  time,  the  Army  Nurse  Corps  received  more  than  1 ,000 
applications  each  year  for  the  Walter  Reed  Army  Institute  of  Nursing  (WRAIN) 
program.  Of  these  1,000,  only  170  potential  WRAIN  students  were  selected. 
Planners  hypothesized  that  the  balance  of  the  remaining  “outstanding  applicants 
who  could  not  be  selected”  for  WRAIN  would  constitute  a ready,  motivated  pool 
for  the  Volunteer  Army  Student  Nurse  Program.26  The  program  demonstrated  sig- 
nificant potential  for  not  only  supplementing  Army  Nurse  Corps  numbers  but  also 
for  expanding  the  proportion  of  Army  nurses  with  a baccalaureate  degree.  Sadly, 
it  too  fell  victim  to  fiscal  restraints. 

A different  perspective  on  the  causes  of  the  cyclically  recurring  shortages  has 
affirmed  that  the  deficits  were  not  only  supply  shortages.  The  demands  for  nurs- 
es also  burgeoned.  In  this  regard,  Joan  E.  Lynaugh  reiterated  the  “lesson  of  the 
unintended  outcome.”  Although  the  creation  and  blossoming  of  the  innovative 
practice  realms  of  critical  care  and  primary  care  nursing  were  strategies  at  least 
partially  used  in  this  era  to  “conserve”  personnel  resources,  they  had  unintended 
consequences.27  The  unprecedented  successes  of  the  advanced  practice  movement 
within  the  Army  filled  the  primary  care  provider  void  but  also  created  a demand 
for  more  nurse  practitioners.  A 1973  report  verified  that  there  existed  an  “increas- 
ing number  of  requests  by  Army  medical  facility  commanders  for  nurse  clini- 
cians in  every  specialty  area.”28  Additionally,  the  intensive  care  nurses  “made  it 
possible  to  deploy  technology  successfully  and  to  try  more  vigorous  treatments.” 
Finally  “more  progressive  therapy  made  nurses  even  more  in  demand  as  well  as 
more  expert.”29  Thus,  the  solutions  generated  a new  demand  and  a new  imbalance 
between  requirements  and  resources.  Regardless  of  whether  a decreased  supply 
or  an  increased  demand  or  a combination  was  at  fault,  the  reality  was  that  there 
were  too  few  nurses  both  in  the  civilian  and  the  military  workforces  during  the 
1970s.30 
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As  the  decade  progressed  and  the  authorizations  picture  improved,  a blend  of 
both  adverse  and  auspicious  signs  appeared.  Finally,  those  who  controlled  man- 
power resources  heard  the  persistent  message  of  a critical  need  for  more  nurses. 
Attention  shifted  from  a climate  of  tense,  active  conservation  of  personnel  re- 
sources to  a state  of  intense  procurement.  After  several  years  spent  dismissing 
those  who  wished  to  serve  in  the  Army  Nurse  Corps,  recruiters  suddenly  wel- 
comed high-quality  candidates  and  were  pressed  to  find  even  more  applicants 
who  met  its  rigorous  standards. 

From  a pessimistic  vantage  point,  the  Army  had  discontinued  both  the  hugely 
successful  Army  Student  Nurse  Program  and  Registered  Nurse  Student  Program 
in  1975,  and  WRAIN  closed  in  197 8. 31  The  Reserve  Officers’  Training  Corps  pro- 
gram for  nurses  and  women,  the  only  available  subsidized  program  for  attracting 
nurses  to  the  Army,  was  in  its  infancy  in  the  mid-1970s  and  not  yet  a significant 
source  of  new  nurses.  Therefore,  the  Army  Nurse  Corps  had  to  refocus  the  burden 
for  recruiting  new  accessions  to  finding  and  capturing  the  interest  of  graduate 
nurses  with  baccalaureate  degrees,  an  onerous  challenge.32  In  the  main,  direct 
commissions  and— to  a lesser  extent— voluntary  recalls  of  reservists  filled  the 
active  duty  rolls.33  However,  since  not  all  reservists  had  a bachelor  of  science  in 
nursing,  a necessary  requirement  for  active  duty,  the  U.S . Army  Reserve  and  Army 
National  Guard  did  not  represent  a highly  productive  source  for  accessions.34 

During  the  1970s,  yearly  recruitment  goals  steadily  declined  from  325  in  FY 
1974,  100  in  FY  1975,  to  a nadir  of  80  in  FY  1976.  Only  in  1976  was  the  re- 
cruiting goal  achieved,  with  a 101  percent  mission  attainment.  It  also  marked  the 
beginning  of  a recovery  period.  In  FY  1977,  the  recruiting  mission  was  414  and 
in  FY  1978  through  FY  1980  the  mission  goals  were  920,  500,  and  468,  respec- 
tively.35 To  help  meet  the  enormous  FY  1978  mission  of  920  accessions,  the  Corps 
decided  to  offer  qualified  reservists,  those  with  a bachelor  of  science  in  nursing 
and  at  least  24  months  of  prior  active  duty,  the  option  to  return  to  active  duty  for 
a period  of  12,  18,  or  24  months.36  Similar  reserve  recall  opportunities  surfaced 
in  later  years.37  However,  such  recruiting  strategies  were  tantamount  to  robbing 
Peter  to  pay  Paul.  The  active  component,  U.S.  Army  Reserve,  and  Army  National 
Guard  numbers  all  were  equally  dismal.  Appropriation  of  nurses  from  the  reserve 
components  to  augment  the  active  component  profited  the  latter  but  seriously  con- 
strained the  former.  Recruitment  of  officers  for  the  U.S.  Army  Reserve  was  an 
even  greater  challenge  because,  in  FY  1976  for  instance,  there  was  a “shortfall  of 
over  800  Army  Nurse  Corps  officers  in  . . . Reserve  Units.”38 

With  limited  recruiting  prospects  in  1975,  the  U.S.  Army  Recruiting  Command 
(USAREC)  proposed  to  transfer  Army  Nurse  Corps  recruiting  responsibilities 
from  USAREC  to  OTSG,  which  recruited  most  other  branches  of  the  AMEDD.39 
The  Army  Nurse  Corps  did  not  favor  the  move  from  the  USAREC  to  OTSG 
because  it  never  got  its  “fair  share  of  [procurement]  support  from  OTSG.”  Nor 
did  the  Army  Nurse  Corps  think  OTSG  accorded  it  with  equitable  funding.  At 
USAREC,  the  Army  Nurse  Corps  concluded  that  it  received  a fair  “share  of  dollars 
and  resources.”40  Ultimately,  the  Army  Medical  Department  Personnel  Support 
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Agency  rejected  the  USAREC  proposal  because  of  insufficient  personnel,  funds, 
and  logistical  elements  for  OTSG  to  assume  the  added  task  of  procuring  Army 
Nurse  Corps  officers.41 

A number  of  factors  ultimately  combined  to  improve  the  overall  numbers  of  the 
Army  Nurse  Corps.  Among  these  was  the  retention  of  pregnant  women  on  active 
duty  after  1975. 42  This  decision  expanded  the  pool  of  nurses  readily  available. 
Furthermore,  after  1975  no  new  accessions  were  accepted  in  the  Army  Student 
Nurse  Program,  and  after  1978,  WRAIN  ceased  operation.  Although  these  two 
decisions  were  primarily  based  on  fiscal  considerations,  they  had  secondary  ef- 
fects. The  personnel  slots  previously  occupied  by  those  attending  school  in  these 
programs  became  available  to  the  Army  Nurse  Corps  and  thereafter  were  filled 
by  nurses  on  duty  in  Army  facilities.43  A number  of  military  treatment  facilities 
also  closed  permanently,  freeing  more  nurses  for  assignments  elsewhere.  For  ex- 
ample, in  1974,  the  hospital  at  Fort  Wolters,  Texas,  and  the  Valley  Forge  General 
Hospital  in  Phoenixville,  Pennsylvania,  ceased  operations.44  In  1977,  the  Army 
transferred  responsibility  for  staffing  the  health  care  facilities  in  Okinawa  to  the 
U.S.  Navy.45  That  same  year  HSC  began  the  reduction  of  the  U.S.  Army  Medical 
Department  Activities  (MEDDAC)  at  Carlisle  Barracks,  Pennsylvania,  into  a U.S. 
Army  Health  Clinic.  It  also  modified  the  status  of  the  MEDDACs  at  Aberdeen 
Proving  Ground,  Maryland;  Fort  Benjamin  Harrison,  Indiana;  and  Fort  McPher- 
son, Georgia,  into  U.S.  Army  Health  Clinics.46  These  closures  somewhat  reduced 
the  demands  imposed  on  the  overworked  and  understaffed  Army  Nurse  Corps. 

Meeting  the  recruitment  mission  during  the  1970s  was  difficult.  The  require- 
ment specifying  that  all  active  component  Army  Nurse  Corps  officers  have  earned 
a baccalaureate  degree  in  nursing  from  a program  accredited  either  by  the  Na- 
tional League  for  Nursing  or  the  secretary  of  education  was  strictly  enforced  and 
effectively  decreased  the  available  applicants  for  commissioning.  In  1972,  80.5 
percent  of  all  employed  registered  nurses  had  less  than  a baccalaureate  degree 
in  the  United  States.  Only  12.1  percent  of  working  nurses  had  a baccalaureate 
degree.  Those  with  credentials  higher  than  a baccalaureate  degree  represented  3.4 
percent  of  the  national  nurse  workforce.  Thus,  the  Army  Nurse  Corps  was  able  to 
recruit  from  only  15.5  percent  of  the  marketplace.47  By  1974,  those  numbers  im- 
proved slightly.  Approximately  15.2  percent  of  employed  registered  nurses  held 
a bachelor’s  degree  in  nursing,  while  about  3.3  percent  had  earned  a master’s 
degree  or  higher 48  The  Army  Nurse  Corps  then  had  a somewhat  expanded  recruit- 
ing pool,  roughly  18.5  percent  of  the  available  population  of  employed  registered 
nurses.  From  1977  to  1978,  18.1  percent  of  the  registered  nurse  population  had 
a baccalaureate  degree  and  4.0  percent  claimed  a master’s  or  a doctoral  degree. 
At  this  point,  the  pool  of  eligible  applicants  for  a commission  in  the  Army  Nurse 
Corps  had  risen  to  a significantly  improved  22.1  percent  of  all  employed  reg- 
istered nurses.49  Civilian  health  care  organizations  faced  similar  challenges  but 
were  able  to  hire  those  registered  nurses  with  less  than  a bachelor’s  degree  and 
could  offer  a few  enticements  that  the  Army  Nurse  Corps  could  not  match.50  In 
1976,  a second  lieutenant’s  salary  was  $839.70  and  a first  lieutenant’s  monthly 
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base  pay  was  $973.80.  The  Army  also  paid  housing  and  subsistence  allowances. 
Starting  salaries  in  civilian  institutions  ranged  from  $800  to  $1,075  monthly.  Ci- 
vilian hospitals  also  variously  offered  “fully  paid  comprehensive  health  insur- 
ance, 3 weeks  vacation, . . . tuition  reimbursement, . . . shift  differentials,  time  and 
a half  for  overtime,  ten  paid  holidays  and/or  travel  and  moving  allowances.”51  The 
Army’s  benefits  were  almost  comparable  to  those  offered  by  civilian  institutions. 
The  major  difference  was  the  extra  pay  awarded  by  civilian  hospitals  for  working 
undesirable  shifts  (usually  evening  and  nights)  and  overtime.  After  the  FY  1976 
low  was  reached  and  long-standing  educational  subsidies  were  discontinued,  the 
Army  Nurse  Corps  faced  a perplexing  dilemma  about  how  best  to  encourage  fu- 
ture accessions.  Soon  thereafter,  the  Nursing  Reserve  Officers’  Training  Corps 
program  emerged  as  the  ideal  answer. 

Concerns  about  adequate  numbers  of  nurses  persisted  throughout  the  1970s. 
These  worries  about  quantity  soon  were  complicated  by  questions  about  the  qual- 
ity of  nursing  care.52  After  the  Vietnam  War,  the  AMEDD  faced  major  personnel 
and  budget  cuts,  rapidly  escalating  expenses,  and  a deteriorating  reputation.  Many 
beneficiaries  perceived  the  AMEDD  as  an  inept  institution  that  was  difficult  to 
access,  inadequately  staffed,  poorly  equipped,  and  usually  providing  only  mini- 
mally acceptable  care.53 

During  this  challenging  time,  Army  Nurse  Corps  officers  tested  and  implement- 
ed various  strategies  and  nursing  care  delivery  models  to  improve  the  quality  of 
care.  A task  force  initiated  a preliminary  study  to  identify  what  nurses  were  doing, 
what  factors  had  an  impact  on  “maximum  utilization”  of  nurses,  and  what  nurses 
ideally  should  be  doing  to  meet  patient  care  needs.  This  investigation  examined 
10  components:  (1)  staffing  ratios,  (2)  workload  distributions,  (3)  absentee  rates, 
(4)  nursing  activities,  (5)  tasking  time,  (6)  personnel  trade-off  time,  (7)  escort 
services,  (8)  personnel  turbulence,  (9)  patient  acuity,  and  (10)  the  ratio  of  nursing 
care  hours  to  patient  care  requirements.  Among  their  findings,  investigators  dis- 
covered that  nurses  “filled  the  gap  between  the  patient  or  his  environment  and  the 
centralized  areas  of  resources.”  Study  results  also  indicated  that  excessive  non- 
nursing demands  prevented  “nursing  personnel  from  accomplishing  their  primary 
mission  of  patient  care.”  Administrative  tasks,  for  example,  consumed  about  40 
percent  of  nurses’  time  and  detracted  from  quality  service. 

Although  these  studies  were  being  conducted,  nurses  in  U.S.  Army  Medical 
Centers  and  U.S.  Army  Medical  Department  Activities  were  planning  and  subse- 
quently implementing  additional  efforts  to  monitor  quality  of  care.  These  under- 
takings involved  establishing  requirements  that  directed  caretakers  involved  in 
unusual  occurrences  such  as  patient  falls  or  medication  errors  to  complete  a writ- 
ten report,  initiate  active  and  retrospective  audits  of  nursing  documentation,  and 
carry  out  patient  and  staff  satisfaction  questionnaires.  One  outcome  of  all  these 
efforts  was  the  development  of  the  Pri-Team  concept.54 

Previously,  patient  care  services  were  delivered  in  the  case,  the  functional,  or 
the  team  method  of  staff  assignment,  or  in  a combination  of  several  such  nursing 
delivery  models.55  The  intent  of  the  newly  conceived  Pri-Team  delivery  model 
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was  to  focus  “authority,  responsibility,  and  accountability  at  the  operational  level,” 
to  capitalize  on  available  resources,  and  to  create  “a  holistic  and  unified  approach 
to  patient  care.”56  Pri-Team  involved  having  one  professional  nurse  responsible 
for  the  patient’s  care  from  admission  to  discharge.  However,  a team  of  caregivers 
provided  the  nursing  care  for  the  patient,  which  involved  the  nursing  process  of 
“assessing,  planning,  implementing,  and  evaluating  the  nursing  care  of  a group  of 
patients.”57  The  Pri-Team  consisted  of  a clinical  coordinator  accountable  for  qual- 
ity, supervision,  and  coordination  of  patient  care  activities;  a senior  clinical  nurse 
tasked  with  monitoring  total  nursing  activities;  the  Pri-Team  leader  responsible  for 
delivering  nursing  care  for  a specific  group  of  patients;  the  clinical  nurse  who  of- 
fered direct  patient  care  and  clinical  support  for  paraprofessional  nursing  staff;  the 
clinical  specialist  (9 1C),  or  licensed  practical  nurse;  and  the  ward  specialist  (9  IB), 
or  nursing  assistant.  An  associate  team  cared  for  the  patient  when  the  patient’s  Pri- 
Team  was  off  duty.  Among  all  members  of  the  team,  the  patients  themselves  were 
spotlighted  as  the  most  important  component.58  Planners  pilot- tested  the  system  at 
the  Walter  Reed  Army  Medical  Center  and  the  Dwight  David  Eisenhower  Army 
Medical  Center.59  Those  who  initially  evaluated  Pri-Team  reported  that  the  vari- 
ous care  providers  and  support  personnel  could  “be  made  complementary  to  each 
other.”  In  their  opinion,  Pri-Team  had  the  potential  to  utilize  staff  more  efficiently, 
better  define  roles  and  responsibilities,  enhance  personalization  of  patient  care, 
and  improve  personnel  performance.60  As  it  moved  into  a new,  more  modem  facil- 
ity in  1978,  the  Walter  Reed  Army  Medical  Center  concurrently  implemented  this 
delivery  model.61  Lieutenant  Colonel  Mary  Messerschmidt  served  on  a female 
medical  ward  at  the  new  Walter  Reed  Army  Medical  Center  when  the  Department 
of  Nursing  implemented  Pri-Team.  She  noticed  a “180°  turn”  for  the  better  in  the 
quality  of  care  provided  within  the  framework  of  this  new  model.62 

The  AMEDD  implemented  another  innovation,  the  Hospital  Unit  Dose  Drug 
Distribution  System  (HUDS),  to  improve  quality  of  care.  Both  the  civilian  health 
care  environment  and  Letterman  Army  Medical  Center  pilot  tested  HUDS  with 
positive  results.  This  led  the  Government  Accountability  Office  and  the  U.S . Army 
Audit  Agency  to  recommend  it  for  implementation  in  virtually  all  Army  hospitals. 
Before  the  1970s,  most  nursing  units  maintained  a bulk  supply  of  medications  on 
the  ward  in  a locked  medicine  cabinet.  When  a physician  ordered  a drug,  the  nurse 
filled  in  a small  medication  card  with  details  such  as  patient’s  name,  bed  number, 
drug,  dosage,  and  route  and  times  of  administration.  At  the  time  specified  on  the 
card  for  the  drug’s  administration,  the  nurse  selected  the  preparation  from  the 
bulk  supply,  placed  it  in  a medication  cup,  and  administered  it  to  the  patient.  With 
HUDS,  the  central  hospital  pharmacy  prepared  and  delivered  the  medication  in  a 
“packaged,  labeled  and  ready-to-administer  form.”  Proponents  thought  that  such 
a system  would  decrease  medication  errors,  improve  patient  safety,  and  increase 
staff  productivity.  Advocates  also  predicted  that  the  system  would  control  theft 
and  abuse  of  medications,  an  important  consideration  in  an  era  when  drug  abuse 
was  rampant.63  HUDS  grew  to  be  the  standard  for  medication  administration  in  all 
health  care  facilities,  both  military  and  civilian. 
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For  many  years,  the  Army  Nurse  Corps  worked  on  developing,  publishing,  and 
implementing  its  own  distinctive,  comprehensive  Standards  of  Nursing  Practice 
in  another  effort  to  improve  quality.  The  intent  of  this  credo  was  to  establish  ba- 
sic guidelines  for  professional  nursing  practice  in  the  Army  in  accordance  with 
the  nursing  profession’s  responsibility  “to  assess,  provide,  evaluate,  and  improve 
nursing  practice.”  The  standards  set  the  stage  for  the  introduction  of  a quality  as- 
surance program  for  the  Army  Nurse  Corps.64  They  also  served  as  a “yardstick” 
by  which  the  Corps  evaluated  its  professional  commitment  in  terms  of  safety  and 
competence  in  areas  such  as  “licensure,  certification,  accreditation,  quality  assur- 
ance, peer  review,  and  . . . policy.”65  The  Army  Nurse  Corps  published  the  first 
draft  of  the  standards  in  1979,  and  then  it  evaluated,  revised,  and  implemented  the 
standards  in  every  Army  hospital  and— in  due  course— published  them  in  pam- 
phlet form  in  1981. 66 

The  Physician-in-Charge  (PIC)  Program  was  an  undertaking  addressing  qual- 
ity of  care.  Colonel  Robert  J.T.  Joy,  an  Army  physician,  originally  conceived  the 
idea  at  the  request  of  Surgeon  General  Richard  Taylor,  who  was  concerned  that 
“young  MC  [Medical  Corps]  officers  had  no  training  or  practice  in  leadership  or 
administration”  and  virtually  no  preparation  for  future  command  roles.  Joy  rec- 
ommended that  the  PIC  plan  be  cautiously  pilot-tested  on  a limited,  experimental 
basis  at  one  Class  I hospital  such  as  the  U.S.  Army  Medical  Department  Activities 
at  Fort  Benning,  Georgia,  or  Fort  Bragg,  North  Carolina.67 

The  PIC  Program  sought  to  return  the  Medical  Corps  officer  to  greater  in- 
volvement with  “ward  administrative  and  property  accountability  activities”  af- 
ter a hiatus  of  some  30  years.  There  had  been  few  or  no  Medical  Corps  officers 
implementing  the  ward  officer  role  since  the  days  of  post- World  War  II  Army 
medicine.68  The  model’s  intent  was  to  strengthen  “the  authority  and  influence  of 
Medical  Corps  officers  ...  at  the  ward  and  clinic  level.”  An  additional  aim  was  “to 
improve  patient  care  and  professional  satisfaction,  and  to  ensure  that  the  ethical, 
moral  and  legal  implications  of  the  practice  of  medicine”  were  achieved  to  “the 
fullest  extent.” 

In  March  1974,  TSG  instructed  the  HSC  commander,  Major  General  Spurgeon 
Neel,  to  put  PIC  into  practice.69  Neel  then  delegated  the  responsibility  for  initia- 
tion of  a six-month  evaluation  trial  of  PIC  to  the  HSC  chief  of  staff,  Brigadier 
General  Philip  A.  Deffer.  In  May  1974,  Deffer  handpicked  six  military  treatment 
facilities  to  serve  as  sites  for  an  initial  evaluation  phase  of  the  PIC  Program  and 
directed  these  installations  to  develop  comprehensive  implementation  plans.70 
The  staff  at  Brooke  Army  Medical  Center  fleshed  out  a road  map  intended  “to  as- 
sist [the]  PIC  in  asserting  his  leadership  role.”  It  detailed  specific  responsibilities 
for  the  PIC,  some  of  which  seemed  reasonable  and  advantageous  and  others  that 
appeared  to  intrude  on  the  domains  of  independent  nursing  practice.  Among  these 
were  meeting  “daily  with  head  nurse  to  discuss  ward/clinic  activities,”  reviewing 
“nursing  care  plans  with  head  nurse  once  a week,”  acting  “as  control  or  regulator 
for  limiting  patient  census  when  staffing  requirements  cannot  be  met,”  auditing 
the  “medical  record/nursing  record  on  an  ongoing  basis,”  reviewing  and  approv- 
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ing  “all  work  orders  and  supply  requisitions  pertaining  to  his  ward/clinic,”  and 
“assisting  in  the  orientation  of  all  new  staff  members  on  ward/clinic.  He  [the  PIC] 
will  set  the  standards  of  care.”71  Another  aspect  of  the  program  designated  the  PIC 
as  the  officer  efficiency  report  rater  of  the  head  nurse  with  the  endorsement  sec- 
tion to  be  completed  by  nursing  superiors.  This  changed  the  rating  chain  for  the 
clinical  head  nurse’s  officer  efficiency  report,  the  duty  performance  appraisal.72 

The  introduction  of  the  PIC  proposal  came  when  American  women  were  in- 
creasingly rejecting  sexism,  subjugation,  and  paternalism.  It  also  coincided  with 
widespread  attempts  by  American  nurses  to  gain  greater  autonomy  and  control 
over  their  unique  professional  practice.  The  nation’s  professional  nurses  also  were 
attempting  to  identify  the  exclusive  domains  of  nursing.73  For  these  reasons,  the 
reaction  of  the  majority  of  Army  Nurse  Corps  officers  to  the  PIC  Program  was 
overwhelmingly  one  of  “indignation,  frustration  and  betrayal.”  On  the  positive 
side  of  the  ledger,  a few  agreed  that  the  notion  “of  having  a primary  physician  in 
each  nursing  unit  ...  for  health  care  planning  and  for  . . . leadership  [was]  an  ap- 
pealing one,”  and  they  also  acknowledged  that  “the  PIC  could  produce  very  real 
improvement  in  the  quality  and  depth  of  care.”  But,  most  Army  nurses  believed 
“that  the  PIC  would  . . . evaluate  the  performance  of  the  head  nurse  against  a 
single  criterion— how  well  and  how  directly  does  the  nurse  respond  to  his  medical 
orders  and  his  wishes.”  Finally,  a large  segment  of  Army  Nurse  Corps  officers 

. . . remarked  that  they  truly  believe  ...  the  motivation  of  today’s  physician.  . . is  solely  toward 
medical  care  of  his  patient,  accomplished  in  a disease-centered  care  orientation.  These  nurses  believe 
the  physician  cannot  and  should  not  be  burdened  with  ward  management,  logistic  problems,  personnel 
and  training  problems,  coordination  of  support  services  and  the  myriad  of  other  activities  of  the  nurs- 
ing unit.  (The  Army  physician  now  complains  of  paperwork  and  the  pressure  of  time— one  has  but  to 
review.  . . the  declining  quality  of  physicians’  progress  notes  in  clinical  records  to  clearly  perceive  the 
pressures  already  placed  on  him  resulting  in  his  slighting  even  clinically— essential,  administrative 
records.)74 

One  of  the  most  promising  senior  leaders  of  the  Corps  of  that  era,  Colonel  Doris 
S.  Frazier,  collated  the  points  summarized  above.  She  wrote  the  preceding  letter, 
observing  that  the  PIC  Program  disregarded  precepts  of  effective  organizational 
leadership,  would  fragment  professional  and  military  authority,  and  would  “hope- 
lessly burden”  the  PIC  “with  despised,  non-clinical  paper  work.”  Frazier  predicted 
that  PIC  would  “result  in  duplication  of  effort”  and  would  cripple  “the  Department 
of  Nursing  as  a viable  force  in  AMEDD  hospitals.”  Finally,  she  prophetically  ob- 
served that  PIC  would  “force  out  of  the  Army  Nurse  Corps  its  best  administrators 
. . . [and]  its  most  highly  skilled  and  empathetic  clinical  practitioners  as  well.” 
Frazier  concluded  that  professional  “nurses  will  not  remain  where  they  are  not 
permitted  to  think  or  to  control  nursing  practice  and  nursing  personnel.”75 

Frazier  shared  the  letter’s  contents  with  several  Army  Nurse  Corps  officers, 
who  subsequently  “leaked”  it  to  the  American  Nurses  Association  at  its  conven- 
tion in  San  Francisco,  California,  in  June  1974.  ANA  members  were  outraged  by 
the  PIC  concept  and,  in  response,  resolved  to  prevent  its  implementation.  Accord- 
ingly, American  Nurses  Association  members  sent  letters  of  protest  to  TSG  and 
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to  Dunlap  expressing  their  disapproval  and  displeasure  concerning  the  notion  of 
physicians  encroaching  on  nursing’s  turf.76 

The  Army  viewed  this  whole  debacle  as  a violation  of  an  unwritten  but  cardinal 
rule  proscribing  the  airing  of  any  internal  AMEDD  business  outside  the  institu- 
tion. Subsequently,  Frazier  saw  her  career  truncated,  regardless  of  her  significant 
past  contributions  and  seemingly  exceptional  potential.77  Known  for  her  percep- 
tion and  integrity,  she  courageously  voiced  her  convictions  and  paid  the  penulti- 
mate price.  Sadly,  hers  was  the  regrettable  fate  of  rejection  that  commonly  awaits 
those  who  take  a brave  stand  on  a sensitive  public  issue. 

Although  skeptical  about  the  wisdom  and  viability  of  PIC,  Dunlap  was  in  the 
awkward  and  conflicted  position  of  needing  to  demonstrate  loyalty  to  the  vision  of 
her  immediate  superior,  the  surgeon  general,  and  her  allegiance  to  the  Corps.  Ac- 
cordingly, she  did  not  take  a strong  stand  on  the  matter.  Instead,  Dunlap  chose  an 
approach  marked  by  an  openness  to  try  and  test  the  program  and  allow  it  to  sink 
or  swim  on  its  own  merits.  The  final  word  on  PIC  ultimately  belonged  to  Dunlap. 
She  wrote  that  “over  a period  of  time,  the  whole  project  withered  on  the  vine.”78 

The  Army  Nurse  Corps  has  invested  intense  interest  and  copious  time  and  at- 
tention on  the  subject  of  women’s  uniforms  throughout  its  history.79  This  issue  has 
numerous  roots.  Critics  pointed  to  the  Army  Nurse  Corps  all-female  past  and  the 
questionable  notion  that  women  display  an  inordinate  focus  on  clothes.  However, 
male  uniforms  also  have  changed.  Others  ascribe  the  fascination  to  the  fact  that 
women  in  the  military  had  an  ever-present  need  to  be  comfortable,  project  an 
attractive  image,  and  appear  professional.  Another  consideration  was  recruiting, 
that  is,  presenting  an  appealing  role  model  for  potential  Army  nurses.  Whenever 
worries  about  nursing  shortages  were  paramount,  leaders  in  the  Army  Nurse  Corps 
quickly  recognized  that  the  quality,  styles,  and  colors  of  uniforms  influenced  the 
recruiting  mission’s  success.  Attractive  uniforms  were  a major  selling  point.  In 
the  1970s,  with  the  pervasive  and  acute  nursing  shortage,  uniform  issues  became 
even  more  important. 

Many  uniform  changes  — some  subtle,  some  conspicuous— emerged  in  the 
1970s  and  affected  the  Army  Nurse  Corps.  In  1972,  regulations  authorized  Army 
women  to  wear  patent  leather  shoes  with  their  Class  A uniforms  and  to  carry  and 
use  black  umbrellas  when  in  uniform.80  That  same  year,  the  Army  allowed  women 
in  the  Army  to  wear  a prescribed  white  shirt  with  a black  tab  centered  under  the 
rounded  collar  along  with  the  Army  green  uniform  as  a replacement  for  the  simi- 
larly styled  tan  shirt.  Army  Regulation  670-30  authorized  the  wearing  of  a white 
neck  scarf  year-round  under  the  uniform  topcoat.  It  also  set  the  standard  for  uni- 
form gloves,  permitting  the  wearing  of  white  gloves  for  summer  and  gray-beige 
gloves  for  other  seasons.  A regulation  change  phased  out  the  gray-beige  gloves 
by  the  end  of  1975.  By  1977,  uniform  regulations  authorized  a black  raincoat  of 
“London  Fog”  style  for  purchase  by  both  men  and  women  from  commercial  re- 
tailers. It  was  to  be  worn  in  place  of  the  Army  green  raincoat  or  double-breasted 
Army  green  overcoat  with  a zip-out  liner  as  an  outer  garment.81 

By  1974,  the  Army  added  more  refinements  to  the  wearing  of  the  uniform.  The 
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chief  of  the  Army  Nurse  Corps  directed  that  in  most  instances  the  handbag  should 
be  carried  over  the  arm  rather  than  the  shoulder.  Moreover,  the  Army  Nurse  Corps 
leadership  cautioned  women  Army  nurses  to  tailor  their  uniform  skirts  in  accor- 
dance with  standards  of  good  taste  and  informed  them  that  an  acceptable  skirt 
length  was  no  shorter  than  two  inches  above  or  no  longer  than  one  inch  below 
the  middle  of  the  knee.  Regulations  also  authorized  plain  black  civilian  mid-calf 
boots  for  wear  with  the  uniform  in  inclement  weather.82 

In  1974,  the  Department  of  the  Army  initiated  a far-reaching  study  of  Army 
women’s  uniforms.  As  a part  of  the  study  process,  the  Army  Natick  Research  and 
Development  Command  asked  the  Women’s  Uniform  Board  to  study  the  options 
and  recommend  uniforms  for  women.  Members  of  this  board  included  both  the 
director  of  the  Women’s  Army  Corps  and  the  chief  of  the  Army  Nurse  Corps, 
two  women  with  divergent  needs  and  preferences.  By  December  1976,  the  study 
group  had  surveyed  female  troops,  solicited  ideas  from  civilian  dress  designers 
and  manufacturers,  and  carried  out  a historical  review  of  women’s  uniforms.  They 
recommended  adoption  of  a “year-round  uniform  ...  to  make  men  and  women 
look  like  soldiers  of  one  Army,  without  sacrificing  the  femininity  of  the  women; 
and  to  use  . . . versatile  components,  such  as  shirts,  slacks,  and  skirts.”83 
The  black  beret  for  Army  women  made  its  debut  in  the  clothing  line  in  1973, 
several  years  before  the  completion  of  the  large-scale  study.  Its  appearance  was 
accompanied  by  extensive  controversy.  The  director  of  the  Women’s  Army  Corps, 
Brigadier  General  Inez  Bailey,  an  acknowledged  fashion  plate,  promoted  the 
semi-rigid,  formed  black  felt  hat.  Her  Army  Nurse  Corps  counterpart,  Dunlap, 
however,  found  the  beret  to  be  “terrible.”  Dunlap  recalled  that  it  was  “plopped 
every  which  way”  on  women’s  heads  and  in  no  way  “was  complimentary  to  the 
rest  of  the  uniform.”  Dunlap  found  it  politically  expedient  to  accept  the  black 
beret  because  “when  you  have  two  people  . . . representing  two  different  views, 
you  can’t  have  women  fighting  women.  That’s  what  the  men  love.”  The  laws  for 
social  interactions  varied  depending  on  gender.  Although  it  seemingly  was  unla- 
dylike for  women  to  actively  disagree  or  strenuously  air  conflicting  views,  it  was 
not  unusual  for  men  to  differ  passionately  and  insist  on  the  primacy  of  their  ideas. 
Dunlap  ultimately  agreed  to  the  adoption  of  the  black  beret,  but  initially  restricted 
its  wear  to  the  green  cord  or  hospital  white  duty  uniforms,  not  the  green  Class  A 
uniform.84  At  that  time,  the  latter  was  to  be  worn  only  with  the  traditional  visor 
cap.85  Bowing  to  pressure  by  1975,  the  chief  of  the  Corps  approved  the  black  be- 
ret for  wear  with  the  Army  green  uniform  “on  informal  occasions,”  such  as  when 
traveling.  Essentially,  the  Army  perceived  the  black  beret  as  a replacement  for  the 
garrison  or  overseas  cap.86  General,  across-the-board  discontent  with  the  black 
beret  led  to  the  trial  of  another  felt  Class  A hat  in  1975.  Efforts  at  testing  soon 
were  abandoned  because,  as  Parks  said,  “We  thought  it  looked  like  the  ‘Keystone 
Cops’  hat— tall,  domed  crown  and  a narrow  brim!  It  was  awful!”87 
Another  ill-advised  uniform  item  that  had  a short  life  was  the  mint  green  outfit, 
officially  known  as  the  “Women’s  Summer  Uniform,  Warp  Knit.”  It  replaced  the 
green- and- white  cord  uniform— a summer- weight,  short-sleeved,  two-piece  skirt 
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and  top  set— that  was  comfortable  and  cool  but  easily  wrinkled.  The  green-and- 
white  cord’s  replacement  uniform  soon  became  known  as  the  Jolly  Green  Giant 
outfit.  Its  mint  green  polyester  fabric  construction  and  various  mix-and-match 
options  such  as  a dress,  jacket,  skirt,  long-sleeved  and  short-sleeved  blouses,  and 
a vest  became  available  in  the  summer  of  1977. 88 

Also  during  1977,  the  Army  wear  tested  a durable  press  fatigue  (utility)  uniform 
for  women  similar  to  the  men’s  version.89  It  was  intended  to  replace  the  Viet- 
nam era  women’s  fatigue  uniform  and  was  part  of  a larger  movement  toward  a 
combined  male/female  uniform.  However,  the  Army  cancelled  plans  to  authorize 
the  women’s  adaptation  in  1979  because  of  other  far-reaching  plans.  Instead,  the 
Army  announced  it  would  design  a new  combat,  camouflage,  utility  uniform,  or 
what  would  become  the  battle  dress  uniform.  In  the  meantime,  the  quartermaster 
expanded  the  available  sizes  of  the  men’s  durable  press  fatigue  uniform  to  fit  the 
smaller  dimensions  needed  by  many  women.  The  Army  then  instructed  female 
servicemembers  to  wear  the  unisex  durable  press  utility  uniform  in  the  field  until 
the  battle  dress  uniform  was  available.90 

The  women’s  Army  green  pantsuit  was  a comfortable,  practical,  and  welcome 
addition  to  the  clothing  bag  in  1976.  Planners  intended  it  initially  as  a Class  B 
uniform  for  such  duties  that  involved  air  travel  or  assignments  in  Table  of  Organi- 
zation and  Equipment  or  field  units.  The  uniform  was  a loosely  fitted  long-sleeved 
jacket  and  pants  of  100  percent  polyester.  It  was  to  be  worn  either  with  a light 
green  knit  turtleneck  overblouse  or  a white  woven  shirt  with  black  neck  tab.  The 
Women’s  Uniform  Board  approved  it  for  year-round  wear.91 

During  the  1970s,  the  Army  Nurse  Corps  female  white  duty  uniform  also 
changed.  The  heavily  starched  white  cotton  long-sleeved  dress,  which  was  re- 
placed by  a short-sleeved  version  and  later  a synthetic  and  then  a cotton-synthetic- 
mix  short-sleeved  dress,  subsequently  became  a polyester  short-sleeved  pantsuit. 
The  wearing  of  trousers  by  women  had  by  then  become  accepted— indeed,  it  was 
an  international  fashion  trend  that  was  both  modest  and  practical.  Nonetheless, 
Dunlap  was  reluctant  to  adopt  the  duty  pantsuit.  When  forced  by  the  majority 
opinion  to  do  so,  Admiral  Alene  Duerk,  director  of  the  Navy  Nurse  Corps,  advised 
her  not  to  “adopt  one  that  opens  in  the  front  because  no  matter  how  many  regula- 
tions you  write,  you  will  have  a lot  of  Brigitte  Bardots  on  your  staff  who  will  want 
to  open  it  at  the  top  button.”  After  a small-scale  trial  of  the  Navy’s  pantsuit  proved 
successful,  the  Army  Nurse  Corps  subsequently  adopted  the  polyester  pantsuit 
with  a high  neck  and  back  zipper.  The  Army  restricted  the  wear  of  the  white  pant- 
suit, a duty  uniform,  to  the  patient  care  duty  site  only.92 

The  white  hospital  duty  uniform  worn  by  male  Army  Nurse  Corps  officers  had 
only  one  major  change  from  the  time  when  men  were  first  authorized  commis- 
sions in  the  Corps  in  1955  up  to  the  present.  Originally,  male  Army  nurses  wore  a 
high-necked,  heavily  starched,  cotton  uniform  top  that  had  cloth  knots  as  buttons 
across  the  shoulder  and  up  the  collar.  Lieutenant  John  T.  Pack  found  this  uniform 
extremely  irritating  because  the  stiff  “collar  often  ended  up  chaffing  your  neck  so 
you  had  to  soften  it  with  a bar  of  soap  on  the  inside.”93  Captain  Eugene  Cudnohuf- 
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sky  experienced  comparable  problems  with  the  uniform.  He  was  allergic  to  the 
brass  that  was  pinned  to  the  collar  in  direct  contact  with  the  skin  of  the  neck.  The 
brass  “would  turn  [his]  neck  green  and  [he]  would  break  out  in  horrible  sores.”94 
The  collar  had  a notch  centered  at  the  middle  of  the  throat.  The  men  positioned 
insignia  denoting  rank  and  the  Army  Nurse  Corps  caduceus  on  the  collar  on  either 
side  of  the  notch.  Males  wore  the  smock  with  white  cotton  drill  pants.  After  1968, 
regulations  mandated  the  replacement  of  the  uncomfortable  high-necked  smock 
with  a more  professional  look,  a white  cotton  open-necked  shirt  that  buttoned  up 
the  front.95 

By  1972,  the  women’s  white  duty  uniform  could  also  be  worn  with  a green 
acrylic  sweater.96  At  that  same  time,  the  Army  Nurse  Corps  was  searching  for  a 
suitable  sweater  for  male  Army  nurses  to  wear  on  clinical  duty.  It  proved  a chal- 
lenge to  find  one  that  looked  professional  and  fit  appropriately  over  the  male 
nurses’  smock  that  was  worn  loose  over  the  waist.97  By  1974,  regulations  allowed 
men  to  wear  a white  cardigan  with  their  hospital  duty  uniform  when  cold  weather 
dictated  warmer  clothing.98  In  1975,  regulations  authorized  a green  acrylic  cardi- 
gan sweater  for  wear  by  male  Army  Nurse  Corps  officers.99  However,  few  male 
Army  nurses  wore  this  sweater. 

Another  change  in  the  duty  uniform  occurred  in  the  1970s  with  the  evolution 
of  the  white  starched  nurse’s  cap  worn  by  Army  Nurse  Corps  female  officers  in 
the  clinical  setting.  This  original  headpiece,  whose  shape  was  maintained  with 
a white  shoelace,  was  secured  to  the  nurse’s  head  with  a bobby  pin.  In  1972,  a 
button-backed  cap  replaced  the  older  laced  version.100  As  time  passed,  its  wear 
while  on  duty  became  optional.  Many  civilian  nurses  were  no  longer  wearing 
nursing  caps  with  their  uniforms,  and  many  civilian  collegiate  schools  of  nurs- 
ing no  longer  claimed  a distinctly  styled  cap  for  their  individual  schools.101  As  a 
practical  matter,  with  technology  moving  to  the  bedside  with  its  attendant  bulky 
equipment  such  as  multiple  monitors,  ventilators,  drainage  systems,  and  infusion 
pumps,  there  simply  was  not  enough  room  to  navigate  with  a cap-covered  head. 
Moreover,  the  increasing  numbers  of  male  nurses  in  the  ranks  likely  influenced  a 
merging  of  all  nurses’  outward  physical  appearance  regardless  of  gender.  In  the 
final  analysis,  the  lines  separating  nursing  practice  from  medical  practice  were 
blurring  to  some  degree.  Nurses  were  undertaking  many  responsibilities  formerly 
considered  the  exclusive  domain  of  physicians.  As  the  old  demarcations  became 
more  obscured,  female  nurses  began  to  don  their  traditional  starched  white  garb 
less  frequently.  Gradually,  the  distinctive  nurse’s  cap  of  the  Army  Nurse  Corps 
became  optional  and,  with  time,  disappeared. 

Another  uniform  transformation  involved  the  placement  of  insignia  on  the  uni- 
form. Previously,  female  Army  Nurse  Corps  officers  had  positioned  their  insig- 
nia on  the  Army  green  cord,  the  mint  green,  and  the  hospital  duty  uniforms  in 
a distinctive  manner.  The  rank  was  pinned  on  the  center  of  the  right  collar  and 
positioned  perpendicular  to  the  floor.  The  branch  insignia  was  centered  in  the 
same  position  on  the  left  collar.102  Army  officials  questioned  this  style  of  brass 
placement— unique  to  the  Army  Nurse  Corps  — in  1978.  At  that  time,  the  chief 
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Crisply  starched  uniforms  and  Army  Nurse  Corps  caps  were  the  uniform  of  the  day  when  Lieuten- 
ant Colonel  Rita  Geis  (left)  promoted  First  Lieutenant  John  T.  Pack  (far  right)  to  captain  at  the  106th 
General  Hospital  in  Kishine  Barracks,  Yokohama,  Japan,  in  the  summer  of  1967. 

Photo  courtesy  of  Major  John  T.  Pack,  Fairfield,  OH. 
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of  staff  of  the  Army  directed  the  Army  Nurse  Corps  members  to  reposition  their 
insignia  consistent  with  the  rest  of  the  Army —that  is,  with  the  insignia  positioned 
parallel  with  the  floor.  With  characteristic  candor,  Parks  wrote: 

General  Rogers,  Chief  of  Staff,  has  made  the  decision  on  how  we  (all  women  officers)  will  wear  our 
brass  on  the  summer  dress  and  suit  and  the  white  hospital  dress  and  pantsuit.  An  effective  date  will  be 
announced  later  for  these  changes.  Then  we  will  all  be  wearing  our  brass  like  the  “WAC’s”  do  now.  I 
fought  against  this  change  for  18  months.  I lost  when  the  Chief  of  Staff  made  his  decision.103 


The  nuances  in  Parks’  comments  expressed  her  distress  at  being  forced  to  im- 
plement the  new  order.  It  was  difficult  to  dictate  such  a change  to  an  enduring 
custom  that  was  long  grounded  in  tradition.  The  uniform,  however,  was  intended 
to  unify  and  make  all  service  personnel  appear  homogeneous.  That  likely  was  the 
rationale  for  the  imposition  of  the  unwelcome  change  to  the  Army  Nurse  Corps 
insignia  placement. 

Once  regulations  allowed  pregnant  women  to  remain  in  service,  questions 
arose  about  appropriate  pregnancy  uniforms.  A Department  of  the  Army  message 
published  in  1975  directed  pregnant  Army  Nurse  Corps  officers  to  purchase  and 
wear  white  commercial  maternity  dresses  or  pantsuits  as  hospital  duty  uniforms. 
If  the  pregnant  officer’s  duty  assignment  took  her  away  from  the  AMEDD  mili- 
tary treatment  facility,  such  as  for  a temporary  duty  assignment,  any  commercial 
maternity  outfit,  “color  and  style  unspecified,”  was  to  be  worn.  The  civilian  ma- 
ternity garment  was  to  have  no  insignia  attached.  Only  a name  tag  was  allowed; 
it  was  to  include  the  rank,  last  name,  and  the  pregnant  service  member’s  full, 
unabbreviated  Corps  (presumably  “Army  Nurse  Corps”  but  not  “ANC”).  These 
uniforms  were  expected  to  be  “in  good  taste”  and  were  to  be  “approved  by  the 
commander.”  The  nurses  had  to  pay  for  these  uniforms.104 

Change  seemed  to  be  among  the  few  constants  in  the  Army  Nurse  Corps  uni- 
form picture  in  the  1970s.  However,  more  changes  loomed  on  the  horizon. 
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Chapter  Six 

Innovative  Roles 


rguably  one  of  the  most  vital  changes  of  the  period,  the  introduction  of 


the  advanced  practice  movement  into  the  repertoire  of  the  Army  Nurse 


Corps  also  was  one  of  its  most  significant  challenges.  The  Army  Nurse 
Corps  conceived  its  Contemporary  Practice  Program  (ANCCPP)  as  the  1970s 
began  in  fiscal  year  (FY)  1971  and  implemented  it  on  1 January  1972. 1 Sever- 
al circumstances  fostered  its  inception.  Some  in  the  Army  Medical  Department 
(AMEDD)  viewed  it  as  an  answer  to  the  need  for  physician  extenders  that  was 
predicted  with  a future  physician  shortage.2  As  one  source  noted,  nurses  would 
“extend  the  arms  of  the  physician,”  meaning  that  they  would  assume  some  of  the 
physician’s  responsibilities.  The  Surgeon  General  noted  that  in  the  future,  given 
the  physician  shortage  crisis,  Medical  Corps  officers  would  be  called  on  to  as- 
sume more  demanding  professional  functions  such  as  “open  heart  surgery,  physi- 
ological monitoring,  vascular  surgery,  nuclear  application [s]  in  medicine,  organ 
transplantation  and  highly  complex  diagnostic  and  treatment  procedures.”  Army 
nurses  then  were  among  those  identified  to  fill  the  void  created  by  new  demands 
on  Medical  Corps  officers  and  assume  many  of  the  duties  physicians  could  no 
longer  manage,  particularly  those  in  outpatient  settings  in  the  fixed  facilities.3 

Others  viewed  ANCCPP  as  a vehicle  “to  promote  maximum  utilization  of  Army 
Nurse  Corps  officers  in  the  delivery  of  comprehensive  health  care  to  the  military 
community.”4  In  that  same  vein,  General  Lillian  Dunlap  affirmed  that  the  program 
“was  established  to  add  a new  dimension  to  patient  care  in  the  AMEDD”  and  “to 
increase  career  satisfaction”  among  Army  nurses.5 

The  professional  nursing  community  saw  various  rationales  for  the  evolution  of 
the  national  nurse  practitioner  (NP)  movement.  Nurse  historian  Julie  Fairman  be- 
lieved that  the  advanced  practice  role  resulted  from  a number  of  “factors  such  as 
changes  in  nursing  and  medical  education  and  practice,  federal  entitlement  poli- 
cies, and  economics.”  She  theorized  that  the  role  evolved  “through  a process  of 
negotiation  rather  than  delegation.”6  Loretta  C.  Ford,  the  founder  of  the  movement, 
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explained  that  “societal  needs  and  nursing’s  potential  led  to  this  development.”7 
She  pointed  out  that  the  “dearth  of  physician  manpower  provided  the  opportunity 
to  test  new  roles;  it  was  not,  however  the  raison  d’etre  for  the  initiation  of  the 
expanded  role.”8  The  profession  envisioned  the  advanced  practice  role  as  “a  nurs- 
ing model”  whose  goals  were  health  promotion,  monitoring  of  normal  health  and 
development,  and  disease  and  disability  prevention  for  communities,  especially 
those  underserved  by  health  care  providers.9  Ford  and  her  colleague,  Henry  Sil- 
ver, conceptualized  and  implemented  the  first  such  expanded  role  curriculum,  a 
pediatric  nurse  practitioner  program,  at  the  University  of  Colorado  in  Denver  in 
1965. 10  Just  a few  years  later,  the  Army  Nurse  Corps  adopted  the  concept  and 
adapted  it  to  their  needs.  Initially,  the  Corps  sent  Lieutenant  Colonels  Ruth  Kulvi 
and  Mary  Condit  to  the  Pediatric  Associate  Course  at  the  University  of  Colorado 
and,  in  1968,  Kulvi  successfully  tested  the  role  at  Walter  Reed  General  Hospital. 
There  she  mainly  focused  on  concerns  that  arose  within  the  three  pediatric  units, 
the  newborn  nursery,  and  the  surgical  recovery  unit.  She  also  facilitated  the  care 
of  pediatric  patients  in  various  specialty  clinic  settings  and  collaborated  in  case 
management  with  Army  health  nurses  and  social  workers.  Kulvi ’s  “resounding 
success”  in  the  trial  run  in  the  military  setting  opened  the  door  for  nurses  to  func- 
tion in  the  advanced  practice  role  in  the  AMEDD  and  served  as  the  basis  for  the 
conceptualization  of  the  Army  Nurse  Clinician  Program.11 

Originally,  the  plan  called  for  educating  225  nurse  clinicians  (as  nurse  practi- 
tioners were  originally  called  in  the  Army  Nurse  Corps)  each  year  for  five  years.12 
The  plan  specified  three  pathways  to  “properly  qualify  nurses  as  expeditiously 
as  possible  through  civilian  educational  programs,”  by  revamping  and  augment- 
ing existing  AMEDD  courses  and  by  instituting  new  training  programs  internally 
within  the  confines  of  the  AMEDD.13 

At  the  outset  of  planning  for  ANCCPP  in  1971,  Army  Nurse  Corps  leaders 
envisaged  the  need  for  increased  authorizations  and  fiscal  resources  to  support 
graduate  education  in  the  Long  Term  Civilian  Training  program.  Planners  pro- 
posed these  academic  expenditures  “to  prepare  officers  for  increased  faculty  re- 
quirements, for  planning  and  teaching  duties,  and  for  the  significantly  increased 
clinical  knowledge”  necessary  for  nurses  to  undertake  “the  more  complex  del- 
egated physician  tasks.”14  From  FY  1972  to  FY  1974, 25,  3 1,  and  36  Army  nurses, 
respectively,  attended  civilian  academic  institutions  for  graduate  degrees.15 

Army  nurse  educators  also  expanded  five  existing  courses  to  incorporate  ad- 
vanced practice  skills  and  knowledge  including  the  intensive  care,  psychiatric- 
mental  health,  Army  community  health,  operating  room,  and  anesthesia  nursing 
courses.  By  the  end  of  FY  1974,  the  Army  Nurse  Corps  hoped  to  produce  130 
graduates  of  these  courses.16 

In  FY  1972,  the  Army  Nurse  Corps  introduced  several  new  courses  including 
the  adult  ambulatory  care,  pediatrics,  and  obstetrics-gynecology  clinician  courses. 
The  adult  ambulatory  course  convened  its  first  class  at  Martin  Army  Hospital,  Fort 
Benning,  Georgia,  and  a few  months  later  at  a second  location  at  Silas  B.  Hays 
Army  Hospital,  Fort  Ord,  California.  The  first  pediatric  program  met  at  Fitzsimons 
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General  Hospital,  Aurora,  Colorado.  A short  while  later,  Madigan  Army  Medical 
Center,  Fort  Lewis,  Washington,  also  offered  an  advanced  practice  course  in  pe- 
diatrics. The  obstetrics-gynecology  course  took  place  at  Womack  Army  Hospital, 
Fort  Bragg,  North  Carolina,  and  subsequently  at  William  Beaumont  Army  Medi- 
cal Center,  Fort  Bliss,  Texas.  Additionally,  the  U.S.  Army-University  of  Kentucky 
Nurse  Midwifery  Program  began  educating  nurse  midwives  in  September  1972  at 
Ireland  Army  Hospital,  Fort  Knox,  Kentucky.  Planners  hoped  that  these  102  nurse 
clinicians  would  graduate  from  these  courses.  These  102  students  coupled  with 
the  130  graduates  of  already  existing  courses  would — it  was  expected — produce 
the  intended  225  clinicians.  Ultimately  however,  because  of  strength  reductions 
levied  on  the  Corps  by  the  Department  of  the  Army,  only  50  percent  of  the  origi- 
nal projected  goal  of  225  new  nurse  clinicians  was  met.17 

The  Navy  and  the  Air  Force  were  dealing  with  comparable  issues  in  this  de- 
cade, to  wit,  the  need  to  supplement  physicians’  efforts  in  the  primary  care  arena 
and  expand  the  professional  nurse’s  role.18  Responding  to  these  realities,  the  Air 
Force  Nurse  Corps  (AFNC)  similarly  sought  to  augment  numbers  of  nurses  in 
extended  roles  to  236  at  this  time.  In  1973,  it  educated  48  obstetrics-gynecology 
nurse  practitioners,  and  by  1974,  75  Air  Force  nurses  worked  in  this  specialty. 
The  AFNC  trained  six  nurse  midwives  in  an  inaugural  class  at  Malcolm  Grow 
U.S.  Air  Force  Medical  Center  at  Andrews  Air  Force  Base,  Maryland,  in  1973. 
By  1974,  the  AFNC  had  16  midwives  practicing  in  Air  Force  facilities  and  sought 
to  add  30  more  within  a year.  By  1974,  the  Air  Force  also  had  57  pediatric  nurse 
practitioners  who  received  their  advanced  practice  education  in  a pilot  program 
at  Wilford  Hall  Medical  Center,  Lackland  Air  Force  Base,  Texas.  The  Air  Force 
intended  to  expand  that  number  to  129  “within  the  next  few  years.”  Additional 
plans  called  for  creating  courses  to  prepare  Air  Force  nurses  as  practitioners  with 
specialties  in  “primary  care,  mental  health,  aerospace  nursing,  and  visiting  nurse 
services.”19  By  March  1974,  the  Air  Force  Medical  Service  entered  into  an  agree- 
ment with  the  University  of  Arizona  to  prepare  primary  care  nurse  practitioners, 
counterparts  to  the  Army’s  adult  ambulatory  care  clinicians.  The  charter  class  of 
12  Air  Force  nurses  “undertook  six  months  of  rigorous  didactic  education”  and 
subsequently  entered  into  six-month  preceptorships  with  Air  Force  physicians  in 
various  U.S.  Air  Force  facilities.  In  October  1974,  the  AFNC  established  a simi- 
lar but  internal  primary  care  nurse  practitioner  program  with  the  didactic  portion 
programmed  at  the  U.S.  Air  Force  School  of  Health  Care  Sciences  at  Sheppard 
Air  Force  Base,  Texas.20 

By  June  1972,  the  Navy  Nurse  Corps  (NNC)  was  utilizing  newly  educated 
nurse  practitioners.21  However,  Medical  Corps  officers  in  the  Navy  Medical  De- 
partment were  somewhat  resistant.  In  1975,  the  Navy  surgeon  general  acknowl- 
edged that  “many  among  us  are  just  now  getting  accustomed  to  the  PA  [physician 
assistant]  and  NP  [nurse  practitioner]  concept,”  and  agreed  that  “some  are  less 
than  enthusiastic  about  the  idea.”22  Another  source  conveyed  the  impression  that 
the  first  Navy  nurse  practitioners  “generally  [were]  well  received.”  Nonetheless, 
some  were  not  terribly  “eager”  to  accept  the  new  practitioners,  and  there  were 
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“obstacles  to  overcome.”23  The  NNC  instituted  its  first  class  of  six  obstetrics- 
gynecology  practitioners  in  1971  at  the  Naval  Regional  Medical  Center  in  Ports- 
mouth, Virginia.  Its  interest  in  Pediatric  Nurse  Practitioner  (PNP)  education  be- 
came manifest  in  1972  when  it  sponsored  two  Navy  nurses  in  the  PNP  program  at 
the  Bunker  Hill  Health  Center  affiliated  with  the  Massachusetts  General  Hospital. 
The  Navy  also  began  an  Ambulatory  Care  Nurse  Practitioner  Program  in  1974  to 
educate  “providers  of  primary  care  to  outpatients  over  the  age  of  1 3 years”  at  the 
Naval  Regional  Medical  Center  in  San  Diego,  California.24  By  1976,  the  NNC  had 
“27  family  nurse  practitioners,  16  pediatric  nurse  practitioners,  and  17  OB/GYN 
[obstetrics-gynecology]  nurse  practitioners”  actively  practicing  in  their  facilities 
worldwide.25  The  NNC’s  goal  was  to  employ  255  nurse  practitioners  by  1978. 26 
Actual  numbers  were  just  slightly  increased  by  1977,  when  the  NNC  reported 
that  “29  family  nurse  practitioners,  21  pediatric  nurse  practitioners,  19  obstetrics/ 
gynecology  nurse  practitioners,  and  5 nurse  midwives”  were  “on  board.”27 

Post-Vietnam  War  economic  constraints  caused  Congress  to  reduce  both  fiscal 
resources  and  troop  ceilings  in  the  Department  of  Defense.  Consequently,  Army 
Nurse  Corps  authorizations  fell  steadily  from  4,752  at  the  outset  of  FY  1972  to 
4,106  in  the  final  days  of  FY  1972  and  subsequently  to  3,677  by  FY  1975  and 
3,535  in  June  1976.  This  reduction  in  numbers  was  but  one  threat  among  many  to 
the  continued  viability  of  the  ANCCPP.  Local  commanders  and  chief  nurses  had 
little  choice  but  to  shift  nurse  clinicians  from  their  advanced  practice  positions 
and  place  them  on  a priority  basis  in  traditional  nursing  roles.  With  fewer  Army 
nurses  available  to  provide  care  in  both  advanced  practice  and  traditional  roles 
due  to  the  decreased  authorizations,  and  with  a marked  lack  of  nonnursing  support 
staff  (ward  clerks,  patient  transporters,  phlebotomists,  dietary  aides,  etc.),  the  few 
remaining  Army  nurses  were  stretched  to  the  limit.  Excessive  and  enduring  ci- 
vilianization  of  registered  nurse  manpower  spaces  compounded  the  predicament. 
The  situation  threatened  the  continued  viability  of  ANCCPP  and  a state  of  crisis 
loomed.28  But  a welcome  increase  in  strength  was  achieved  later  in  FY  1974  when 
authorizations  rose  to  a slightly  higher  level  of  3,795.29 

Planners  delegated  the  responsibilities  for  the  conduct  of  the  various  ANCCPP 
courses  to  supporting  groups.  The  military  treatment  facilities  (MTFs)  where  the 
courses  were  held  provided  the  “funds,  facilities,  and  related  resources  for . . . sup- 
port and  to  meet  the  requirements  of  accrediting  bodies.”  The  Academy  of  Health 
Sciences  (AHS)  undertook  the  tasks  of  “academic  supervision”  and  “consulta- 
tive services.”  AHS  also  acted  as  liaison  with  the  University  of  Texas  School  of 
Nursing  so  that  clinician  students  could  be  admitted  to  the  university  and — if  they 
chose — earn  academic  credits.  The  AMEDD  Personnel  Support  Agency,  which 
selected  and  assigned  course  directors  and  instructors,  also  handpicked  students. 
A three-member  board  convened  annually  to  consider  applicants  and  select  the 
best-qualified  students.  Criteria  that  the  selection  board  scrutinized  included  scho- 
lastic transcripts,  performance  evaluations,  recommendations,  Graduate  Record 
Exam  or  Miller  Analogy  Test  scores,  educational  preparation,  and  professional 
experience.  The  board  also  focused  on  “contingency”  factors,  such  as  determining 


Innovative  Roles  10 7 


whether  an  applicant  had  failed  to  be  promoted  to  the  next  grade  or  whether  the 
individual  was  overseas  and  had  been  in  the  assignment  for  the  requisite  amount 
of  time.30 

By  June  1974,  140  Army  nurse  clinicians  were  actively  practicing  in  the  Army. 
Most  were  assigned  to  MTFs  in  the  Health  Services  Command  (HSC)  includ- 
ing Army  nurses  in  various  specialties  such  as  ambulatory  care,  pediatrics,  and 
obstetrics-gynecology  and  nurse  midwifery.31  HSC  directives  required  that  all 
nurse  clinicians  practice  under  local  protocols  or  written  medical  standing  orders. 
Responsible  local  physicians  had  to  sign  the  parameters  of  practice  that  were  to  be 
compatible  with  their  own  approach  to  health  care  and  consistent  with  the  amount 
of  responsibility  that  they  judged  the  nurse  clinician  capable  of  shouldering.32 

Original  1 97 1 program  plans  estimated  that  the  efforts  of  each  nurse  clinician 
would,  on  average,  replace  one-half  of  a physician’s  productivity.33  Another  au- 
thority predicted  that  “one  nurse  clinician  will  never  function  as  one  physician. 
The  exact  equivalency  is  not  yet  known — i.e.,  2,  3,  or  4 nurse  clinicians  to  replace 
one  physician.”34  These  projections  proved  to  be  conservative.  Although  some 
variation  existed  among  the  clinical  specialties,  workload  data  later  confirmed 
that  productivity  of  many  of  the  nurse  clinicians  approached  comparability  with 
the  efforts  of  the  physician  providers  in  certain  specialties.  For  instance,  in  many 
cases,  nurse  anesthetists’  workload  output  equaled  that  of  a physician  anesthe- 
siologist.35 Moreover,  in  Army  hospitals  at  Fort  Campbell,  Fort  Knox,  and  Fort 
Hood,  nurse  midwives  delivered  from  65  percent  to  75  percent  of  all  normal  preg- 
nancies.36 As  early  as  1973,  evidence  suggested  that,  from  both  a quantitative  and 
qualitative  viewpoint,  ANCCPP  productivity  exceeded  expectations.  By  then,  a 
fact  sheet  generated  by  the  Army  Nurse  Corps  characterized  health  care  services 
provided  through  the  collaboration  of  physicians  and  nurse  clinicians  as  “acces- 
sible, comprehensive,  continuous  and  personal.”  Furthermore,  it  attributed  a “sig- 
nificant reduction  in  patients’  waiting  time”  to  the  introduction  of  nurse  clinicians 
into  the  health  care  team.37 

Workload  numbers  compiled  during  the  second  quarter  of  FY  1976  for  nurse 
clinicians  lent  credence  to  these  claims  and  validated  the  clinicians’  productivity. 
During  that  quarter,  the  average  psychiatric  mental  health  nurse  clinician  pro- 
vided therapy  for  a mean  total  of  3 1 8 patients  per  quarter,  devoting  a typical  time 
of  57  minutes  for  each  client.  Ambulatory  care  clinicians  each  provided  care  for 
an  average  of  559  patients  per  quarter  and  their  visits  averaged  31  minutes  each. 
Typical  pediatric  nurse  clinician  patient  visits  lasted  18  minutes  and  numbered 
about  820  per  clinician  for  that  quarter.  Obstetrics/gynecology  nurse  clinicians 
assessed  and  treated  an  average  of  1 ,220  patients  per  quarter;  their  patients  were 
seen  for  approximately  15  minutes  each.  These  numbers  demonstrate  the  dili- 
gence and  hard  work  of  the  Army  Nurse  Corps  clinicians.38 

The  statistics  on  the  percentage  of  total  clinic  visits  handled  by  nurse  prac- 
titioners during  1978  also  provided  evidence  of  the  advanced  practice  nurses’ 
productivity  and  work  ethic.  For  example,  in  the  busiest  of  all  the  Class  I facili- 
ties (smaller,  local  post  hospitals),  at  the  Fort  Hood,  Texas,  Pediatric  Clinic,  six 
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Nurse  Clinician  Lieutenant  M.  Wadden  assesses  an  ill  child. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 

pediatricians  and  one  PNP  treated  14,370  children  during  the  third  quarter  of  FY 
1978.  The  PNP  there  handled  20  percent  of  overall  clinic  visits  and  52  percent  of 
well  baby  appointments.  At  Fort  Jackson,  South  Carolina,  which  reported  a work- 
load representative  of  mid-range  activity,  two  pediatricians  and  two  PNPs  were 
assigned  to  the  Pediatric  Clinic.  During  that  same  quarter,  those  two  PNPs  as- 
sumed responsibility  for  29  percent  of  total  Pediatric  Clinic  visits  and  92  percent 
of  well  child  appointments.  While  reporting  the  data,  Lieutenant  Colonel  Sarah 
A.  Balkema,  the  consultant  in  ambulatory  nursing  care  to  The  Surgeon  General, 
tactfully  cautioned  that  she  was  “not  drawing  any  conclusions  about  physician 
productivity.”  Balkema  added  that  what  she  merely  was  “saying  is  that  the  nurse 
practitioner  is  seeing  such  and  such  percentage  of  the  reported  clinic  workload.”39 
In  summary,  the  evidence  indicated  that  PNPs  clearly  carried  their  share  of  the 
workload. 

Statistics  such  as  these  were  remarkably  similar  to  those  in  civilian  health  care 
settings.  In  an  urban  neighborhood  health  station  in  Denver,  Colorado,  for  ex- 
ample, PNPs  provided  care  with  virtual  autonomy  for  82  percent  of  the  pediatric 
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population  served  by  the  clinic.  PNPs  referred  only  about  18  percent  of  the  chil- 
dren for  specialist  care.  Of  all  the  children  cared  for,  54  percent  represented  well 
child  visits  and  46  percent  were  sick  or  injured  children.40 

By  1974,  the  Nurse  Midwifery  Program  at  Fort  Knox,  Kentucky,  consisted  of 
four  certified  midwives  who  managed  approximately  25  percent  of  all  deliveries. 
These  well-rounded  clinicians  also  taught  and  served  as  preceptors  for  students 
from  the  joint  U.S.  Army-University  of  Kentucky  Nurse  Midwifery  Program.41 
Ambulatory  nurse  clinicians  served  in  various  settings.  Some  were  staff  members 
of  oncology  clinics,  providing  follow-up  care,  supervising  chemotherapy,  moni- 
toring patients’  lab  values,  and  providing  emotional  support  to  both  patients  and 
their  families.42 

The  expanded  practice  role  of  nurses  was  not  limited  to  Army  nurse  clinicians 
functioning  in  ambulatory,  pediatrics,  obstetrics-gynecology,  or  even  midwife- 
ry settings.  The  practice  scope  of  Army  Community  Health  Nurses  (ACHNs) 
also  widened.  AHS  revised  its  Community  Health  and  Environmental  Science 
Course  Program  of  Instruction  to  include  a multidisciplinary  block  of  instruction 
that  covered  such  topics  as  “military  preventive  medicine  practices  and  meth- 
ods, environmental  health  procedures  and  techniques  and  Army  Health  nursing 
activities.”43  The  intent  of  the  restructuring  was  to  provide  more  education  for 
expanded  roles. 

Generally,  local  MTF  credentialing  authorities  granted  almost  all  early  Army 
nurse  clinicians — regardless  of  specialty — the  privilege  of  prescribing  certain 
medications  for  patients  in  accordance  with  written  practice  protocols  under  some 
degree  of  physician  supervision.44  Department  of  the  Army,  the  Surgeon  General’s 
Office,  conferred  a similar  form  of  prescriptive  authority  on  selected  ACHNs.  A 
Department  of  the  Army  message  directed  that  applicants  for  this  limited  pre- 
scriptive authority  make  a written  request  for  the  privilege  detailing  their  edu- 
cational background  and  experience.  The  directive  also  instructed  applicants  to 
attach  the  pertinent  practice  protocol.  The  message  limited  the  credential  to  the 
“individual  nurse  concerned  while  assigned  at  the  installation  where  the  request 
originated.”  The  prescriptive  credential  authorized  these  ACHNs  to  order  refills 
for  pyridoxine  and  isoniazid  for  patients  undergoing  tuberculosis  therapy.  How- 
ever, the  credentialed  health  nurses  were  not  allowed  to  initiate  the  therapy.  Only 
physicians  could  start  a patient  on  antitubercular  drugs.45 

To  contribute  to  the  success  of  the  modem  volunteer  army  by  enhancing  family 
quality  of  life,  planners  envisioned  ACHNs  staffing  “highly  visible  vans”  at  all 
Army  posts.  They  suggested  parking  these  vans  at  “strategic  locations  near  com- 
missaries, PXs,  schools  and  housing  areas”  so  that  nurses  might  provide  health 
education  and  offer  other  health  care  assistance  such  as  “tuberculin  testing,  immu- 
nizations and  other  simple  health  services.”  However,  several  restrictions  made 
widespread  use  of  such  vans  difficult  at  the  outset.  For  instance,  a lack  of  vehicles 
and  a dearth  of  funds  limited  the  provision  of  these  mobile  services.  The  few 
vehicles  available  to  community  health  nurses  at  that  time  could  only  be  used  for 
transportation  purposes  46  Before  long,  however,  ACHNs  at  Fort  Knox,  Kentucky, 
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The  Army  Health  Nurse  Mobile  Health  Van  was  situated  in  a housing  area  at  Fort  Knox,  Kentucky,  to 
provide  professional  services  in  the  1970s. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 

and  Fort  Hood,  Texas,  obtained  mobile  vans  to  take  their  services  into  the  com- 
munities where  their  clients  resided  and  worked,  thereby  increasing  access  and 
effectiveness.  During  July  1975,  the  “Health  on  Wheels”  van  at  Fort  Hood  served 
more  than  400  clients.  A few  months  later  in  October  1975,  the  mobile  health 
van  at  Fort  Knox  reported  899  client  visits.47  By  1978,  the  Fort  Knox  van  had 
logged  more  than  30,000  odometer  miles.  The  community  health  nurse  and  her 
staff  of  one,  a driver-technician,  continued  to  average  about  100  patients  weekly, 
predominantly  (88.3  percent)  dependents  of  active  duty  soldiers.  Services  ren- 
dered included  “limited  physical  examinations,  symptomatic  treatment  of  minor 
illness,  immunization  checks,  cultures,  referrals,  and  health  education.”  The  out- 
lay incurred  by  one  patient  visit  in  the  mobile  health  van  in  1978  came  to  $4.05,  a 
significant  cost  saving  over  the  usual  $20.24  expense  accrued  by  a typical  patient 
visit  to  the  Fort  Knox  MTF.48 

In  Berlin,  Germany,  ACHNs  instituted  a community  health  information  pro- 
gram using  the  Armed  Forces  Network  radio  to  disseminate  health  promotion 
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and  disease  prevention  education  for  their  community.  Other  ACHNs  assumed 
the  responsibilities  as  chief,  Health  Division  and  Environment  Division,  in  Army 
hospitals  worldwide.49 

Although  most  advanced  practice  Army  nurses  functioned  beyond  the  tradi- 
tional inpatient  care  wards  in  ambulatory  settings  and  some  even  carried  out  their 
responsibilities  outside  the  walls  of  the  MTFs,  many  practiced  on  a more  intense 
plane  within  the  customary  inpatient  care  wards,  particularly  in  the  Intensive  Care 
Units  (ICUs).  The  Army’s  practice  of  segregating  critically  ill  patients  with  com- 
plex care  needs  or  those  who  were  “physiologically  unstable,  at  risk,  or  in  danger 
of  dying”  in  a specialized  hospital  zone  was  not  a new  concept.50  Louisa  May 
Alcott  described  a comparable  approach  used  during  the  Civil  War.  Furthermore, 
the  shock  wards  of  World  War  I,  World  War  II,  and  the  Korean  War,  and  the  ICUs 
of  the  Vietnam  War  represented  contemporary  versions  of  the  same  concept.51 

But  the  widespread  introduction  of  the  ICU  in  both  military  and  civilian  set- 
tings in  peacetime  was  an  innovation  of  the  1960s.  The  original  modern-day  criti- 
cal care  units  were  an  outcome  of  several  interacting  forces.  One  major  source 
was  the  advent  and  proliferation  of  antibiotic  use  in  the  1940s  and  1950s.  This 
led  to  improved  treatment  of  infectious  diseases  that  allowed  for  greater  atten- 
tion to  be  focused  on  cardiovascular  diseases  such  as  myocardial  infarctions  and 
highly  invasive  surgeries  such  as  major  thoracic  and  abdominal  cases.  Patients 
undergoing  these  invasive  procedures  were  critically  ill  and  had  extreme  care 
needs  suitable  for  management  in  an  ICU  environment.  As  Fairman  and  Lynaugh 
concluded,  there  existed 

...  an  increasingly  complex  hospital  population  for  whom,  at  last,  more  useful  treatments  could 
be  provided,  leading  to  a change  in  the  professionals’  earlier  expectations  that  certain  patients  were 
beyond  saving.  With  higher  expectations  came  the  recognition  that  such  patients  needed  more  knowl- 
edgeable nurses  and  physicians.52 

These  specialized  critical  care  providers  and  their  patients  congregated  in  the 
hospitals’  ICUs. 

The  Army  recognized  the  need  for  nurses  with  advanced  practice  skills  in  the 
ICU  and  also  acknowledged  the  need  to  prepare  such  nurses  for  their  critical  re- 
sponsibilities. Accordingly  in  1970,  the  Army  Nurse  Corps  began  educating  nurs- 
es to  care  for  ICU  patients.53  The  first  iteration  of  many  formalized  six-month 
intensive  care  courses  to  follow  met  at  Brooke  Army  Medical  Center  in  1973. 
After  these  seminal  classes  began  and  a charter  group  of  educated  ICU  nurses 
deployed  to  the  field,  the  Army  Nurse  Corps  added  a second  site  for  the  course. 
In  1974,  another  intensive  care  course  began  at  Fitzsimons  Army  Medical  Cen- 
ter. Many  applicants  enrolled  in  these  courses,  whose  mission  was  to  “help  meet 
the  growing  requirement  for  well-prepared  nurses  to  provide  care  for  critically 
ill  patients.”54  The  Department  of  Nursing  at  Walter  Reed  Army  Medical  Center 
(WRAMC)  subsequently  began  a similar  program  in  critical  care  nursing  that  al- 
lowed both  military  and  civil  service  nurses  assigned  there  to  matriculate. 

The  practice  of  anesthesia  nursing  long  had  exceeded  the  domains  usually  con- 
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sidered  the  traditional  sphere  of  nursing.55  Lieutenant  Colonel  Ira  P.  Gunn  recalled 
that  all  Army  anesthesia  students  were  educated  to  some  degree  in  “regional  an- 
esthesia as  a part  of  their  academic  program.”  Gunn  added  that  the  majority  of 
Army  nurse  anesthetists  “often  managed  regional  anesthesia  cases.”56  Nonethe- 
less, nurse  anesthetists  now  formally  sought  avenues  to  widen  their  responsibili- 
ties even  further  and  thus  provide  even  more  efficient,  enhanced  patient  care.  The 
long  established  anesthesia  nursing  course  began  to  include  even  greater  content 
related  to  respiratory  care  and  regional  anesthesia 57  Beginning  in  May  1973,  the 
course  was  expanded  from  19.5  months  to  two  years  to  accommodate  these  and 
other  curriculum  changes.58  This  extension  of  the  course  was  in  line  with  the  rec- 
ommendation of  the  American  Association  of  Nurse  Anesthetists  that  all  entry- 
level  educational  programs  for  nurse  anesthetists  last  two  years.59  Experienced 
nurse  anesthetists  also  participated  in  ongoing  educational  programs  to  upgrade 
their  knowledge  and  skills  so  that  they  might  properly  administer  local  anesthetic 
agents.60  HSC  charged  fully  trained  anesthesiologists  in  the  MTFs  with  the  re- 
sponsibility to  implement  training  locally.  The  HSC  commander  recommended 
that  the  developmental  courses  conducted  at  installations  include— at  a mini- 
mum-such topics  as  anatomy  and  physiology,  pharmacology,  indications  and 
contraindications,  complications,  neurological  evaluation,  review  of  individual 
nerve  blocks,  and  preparation  of  regional  anesthesia  sets.61  However,  in  spite  of 
all  these  efforts,  only  50  percent  of  all  nurse  anesthetists  were  qualified  to  admin- 
ister regional  anesthesia  by  January  1978.  General  Madelyn  N.  Parks  advised 
those  anesthetists  who  were  not  so  qualified  and  had  no  anesthesiologist  to  pro- 
vide the  appropriate  tutoring  locally  to  “make  arrangements  to  get  this  done  even 
on  TDY,”  if  necessary.  Parks  noted  that  the  “drastic  reduction  of  anesthesiologists 
demands  that  nurse  anesthetists  be  prepared  to  function  in  this  area  . . . This  is 
urgent .”  Parks  then  added  that  she  wanted  “to  see  100  percent  certification  within 
six  to  nine  months.”62  Eventually  all  nurse  anesthetists  did  acquire  proficiencies  in 
regional  anesthesia.  Whether  they  achieved  this  goal  in  the  specified  time  frame 
is  not  known. 

Psychiatric  nurses  also  expanded  their  roles.  Captain  Ralph  G.  Synakowski 
was  assigned  as  a mental  health  nurse  at  the  Psychiatry  Consultation  Service  at 
WRAMC  from  1971  through  1973.  His  experiences  typified  the  practice  of  psy- 
chiatric mental  health  nurse  clinicians  of  that  era.  The  main  components  of  his 
role  were  clinical  management,  consultation,  and  education.  He  carried  a panel  of 
about  25  ambulatory  patients  in  individual  therapy,  offered  consultation  primarily 
to  other  staff  members,  taught  psychiatric  mental  health  nurse  clinician  students, 
and  participated  in  staff  development  programs.63 

The  practice  of  Lieutenant  James  Prucha  also  was  state  of  the  art  for  the  times. 
He  served  as  a psychiatric  nurse  clinician  for  the  Oncology  Service  at  Brooke 
Army  Medical  Center  in  this  same  period.  Initially,  Prucha  found  his  assignment 
to  be  “an  emotionally  charged  and  draining  job .”  Among  his  challenges  was  deal- 
ing with  patients  who  expressed  “a  lack  of  confidence  in  the  doctor,  an  over- 
protective  mother,  [and]  a mother  jealous  of  her  dying  son’s  girl  friend.”  He  also 
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managed  suicidal  patients,  schizophrenics,  and  depressed  and  hostile  patients.  He 
worked  with  cancer  patients  who  expressed  “a  loss  of  faith  in  God”  and  others 
who  were  consumed  with  guilt  feelings.  During  August  1973,  he  provided  emo- 
tional support  for  10  terminal  patients,  allowing  them  to  ventilate  their  feelings. 
He  assisted  a dying  patient’s  family  with  housing  concerns.  Additionally,  Prucha 
helped  a father  explain  his  imminent  death  to  his  two  young  children.64 

Infection  control  and  surveillance  nursing  also  was  an  expanded  role  that  fell 
under  the  purview— at  least  initially— of  those  carrying  the  operating  room  nurse 
Military  Occupational  Specialty.  The  role  evolved  in  both  the  civilian  and  mili- 
tary environments  in  answer  to  a seemingly  unprecedented  worldwide  wave  of 
staphylococcal  infections  first  recognized  in  the  1950s.  These  infections  appeared 
predominantly  in  the  hospital  setting  in  newborn  nurseries  and  in  patients  with 
postoperative  wound  infections  or  hospital-associated  staphylococcal  pneumonia, 
bacteremia,  and  endocarditis.  Investigators  attributed  the  epidemic  of  hospital- 
related  infections  in  part  to  the  development  of  antibiotic-resistant  strains  of 
staphylococci  and  to  a lack  of  guiding  protocols  and  either  a complete  disregard 
or  careless  adherence  to  infection  control  techniques.  The  American  Hospital  As- 
sociation’s Advisory  Committee  on  Infections  issued  a recommendation  in  1958 
that  all  hospitals  implement  surveys  of  nosocomial  (hospital-acquired)  infections 
and,  in  1970,  the  Center  for  Disease  Control  (now  the  Centers  for  Disease  Con- 
trol and  Prevention)  sponsored  a National  Nosocomial  Infections  Surveillance 
investigation  and  a Study  on  the  Efficacy  of  Nosocomial  Infection  Control.  One 
outcome  of  these  studies  was  a Centers  for  Disease  Control  and  Prevention  rec- 
ommendation that  health  care  institutions  inaugurate  infection  control  programs 
that  utilized  the  expertise  of  an  infection  control  nurse.  By  1976,  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  incorporated  extensive  standards  that 
addressed  principles  of  infection  control  for  the  first  time.65  In  1972,  the  Army 
Nurse  Corps  first  assigned  infection  control  nurses  to  Walter  Reed  and  Brooke 
general  hospitals  as  a pilot  effort.66  By  1978,  it  sponsored  a curriculum  to  prepare 
infection  control  practitioners  that  was  presented  annually  at  Aberdeen  Proving 
Ground,  Maryland.  The  course,  titled  “Prevention  and  Control  of  Hospital  Asso- 
ciated Infections,”  was  the  “preferred  course”  for  both  military  and  civilian  nurses 
responsible  for  the  local  hospital  infection  control  programs  67  Fifty-two  individu- 
als attended  the  1978  course.  Among  the  concerns  most  frequently  brought  to  the 
attention  of  the  infection  control  consultant,  Lieutenant  Colonel  Helen  J.  Seufert, 
were  queries  about  the  development  of  local  infection  control  policies  and  proce- 
dures and  proper  cleaning  and  disinfection  strategies.68  Nosocomial  infections  of 
all  types  eventually  became  important  quality-of-care  issues.69 

An  additional  expanded  role  focused  on  incorporating  nurses’  expertise  in  plan- 
ning for  hospital  construction.  The  health  facilities  planner  became  a full-time 
position  in  the  1970s  when  the  AMEDD  was  heavily  involved  in  building  new 
and  upgrading  older  hospitals.  Early  in  1976,  the  AMEDD  formed  the  U.S.  Army 
Health  Facility  Planning  Agency,  a field  operating  agency  in  the  Office  of  The 
Surgeon  General.  Its  forerunner  was  the  Facilities  Branch  of  the  Logistics  and 


114  A Contemporary  History  of  the  U.S.  Army  Nurse  Corps 


By  1982,  attendees  at  the  Prevention  and  Control  of  Hospital  Associated  Infections  Course  included 
Army,  Navy,  Air  Force,  and  Public  Health  Service  nurses.  In  this  photo,  course  director  Colonel  Helen 
Seufert  stands  in  the  middle  of  the  first  row,  holding  the  course  sign. 

Photo  courtesy  of  Colonel  Mary  T.  Samecky,  Carlsbad,  CA. 


Facilities  Division,  Directorate  of  Plans,  Supply  and  Operations,  where  Lieutenant 
Colonel  Lyndoll  L.  Wells  was  the  first  assigned  nursing  consultant  in  1971.  The 
newly  transformed  agency  administered  the  Army  Health  Facility  Construction  or 
Modernization  Program  that  by  1980  was  managing  20  projects  with  a combined 
budget  of  $500  million.  The  goal  of  this  massive  undertaking  was  to  renovate  or 
replace  antiquated,  decaying  World  War  II  era  or  older  health  care  facilities.70 

Army  nurses  who  served  in  this  expanded  role  as  health  facility  planners  shared 
their  expertise  and  ultimately  served  to  avert  physical  conditions  that  “weren’t 
compatible  with  patient  care”  or  that  adversely  affected  “efficient  utilization  of 
staff.”  Many  of  the  Army  nurses  who  served  in  this  agency  were  graduates  of 
the  U.S.  Army-Baylor  University  Program  in  Health  Care  Administration,  which 
awarded  master’s  degrees  in  hospital  administration.  Many  had  previous  experi- 
ence in  Army  hospitals  as  Nurse  Methods  Analysts  (NMAs),  another  role  closely 
aligned  with  the  advanced  practice  movement.71 

Although  not  usually  considered  advanced  practice,  the  responsibilities  of  to- 
day’s Army  NMAs  clearly  were  implemented  outside  of  the  usual  parameters 
that  define  nursing  practice.  Their  origins  can  be  traced  to  1949  at  Valley  Forge 
General  Hospital  in  Phoenixville,  Pennsylvania.  There,  a small  group  of  Army 
Nurse  Corps  officers  began  developing  “projects  to  improve  hospital  organization 
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Major  Helen  Seufert,  Infection  Control  Nurse  Clinician,  discussed  concerns  with  the  head  nurse  of  a 
nursing  unit  at  the  Walter  Reed  Army  Medical  Center  in  1973. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 

and  administration.”72  From  the  beginning,  NMAs  typically  were  assigned  to  the 
hospital  comptroller’s  office.  As  a result,  they  found  themselves  in  the  equivocal 
position  of  answering  to  two  masters — the  comptroller  and  the  chief  nurse.  They 
owed  allegiance  to  the  comptroller  by  virtue  of  their  location  in  the  organizational 
structure.  At  the  same  time,  they  had  a functional  or  staff  relationship  with  the 
hospital  chief  nurse.  This  triangular  relationship  not  infrequently  dictated  the  need 
for  discretion,  tact,  an  optimistic  outlook,  and  a pragmatic  as  well  as  flexible  ap- 
proach on  the  part  of  NMAs.73 

Originally,  these  practitioners  were  referred  to  as  management  nurses  and  sub- 
sequently as  nursing  management  analysts.  During  the  1950s,  management  was 
dropped  from  the  position  title  and  they  became  known  as  Nursing  Methods  Ana- 
lysts. The  elimination  of  management  resulted  because  the  word  “tended  to  con- 
vey the  impression  that  nursing  service  could  not  manage  their  activities  properly 
and  that  efficiency  experts — in  the  guise  of  Management  Nurses — were  assigned 
to  tell  them  what  to  do  and  how  to  do  it.”74  In  1984,  their  designation  changed 
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Lieutenant  Colonel  Lyndoll  L.  Wells,  left,  explains  planning  details  on  a model  for  future  Army  hospi- 
tal construction.  Wells  is  briefing  from  left  to  right,  Brigadier  General  Anna  Mae  Hays,  Colonel  Lillian 
Dunlap,  and  Colonel  Louise  C.  Rosasco. 

Photo  courtesy  of  Colonel  Doris  Frazier  and  Colonel  Barbara  Davis,  Evans,  GA. 


again — in  this  case — from  that  of  Nursing  Methods  Analyst  to  Nurse  Methods 
Analyst.75  A new  generation  of  officers  promoted  this  latest  designation,  reason- 
ing “that  the  title  should  reflect  exclusivity  to  nurses.”  This  cohort  probably  “did 
not  want  their  expertise  to  be  seen  as  limited  only  to  ‘nursing’  but  wanted  to  be 
viewed  as  possessing  broadly  utilizable  qualifications  as  ‘methods  analysts’.”76 
Included  in  the  responsibilities  of  this  position  were  conducting  studies,  assist- 
ing “in  the  determination  of  personnel  requirements,”  assessing  nursing  facili- 
ties for  adequacy  and  suggesting  enhancements,  evaluating  and  developing  forms 
and  policies,  and  judging  and  approving  supplies  and  equipment  for  nursing.77 
Among  the  many  far-reaching  improvements  made  by  NMAs  by  the  late  1 960s 
was  the  “centralization  of  the  food  service  in  Army  hospitals.”  Before  this  time, 
each  individual  patient  unit  or  ward  in  a fixed  facility  hospital  had  its  own  diet 
kitchen  exclusively  dedicated  to  providing  nutritional  support  only  for  that  ward’s 
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patients.  Furthermore,  by  then  NMAs  had  begun  work  on  a system  to  account 
for  workload  by  categorizing  patients  according  to  their  nursing  requirements. 
The  patient  groupings  included  those  with  requirements  for  “intensive,  moderate, 
minimal,  and  supportive”  nursing  care.78  By  1972,  there  were  12  NMAs  assigned 
to  Army  hospitals.  Of  these  12,  nine  were  graduates  of  the  “U.S.  Army-Baylor 
Hospital  Administration  Course.”79 

Army  Nurse  Corps  support  of  the  Automated  Military  Outpatient  System  was 
another  innovative  role.  This  system  began  in  1969  as  an  enterprise  to  expand  the 
medical  corpsman’s  role  and  evolved  into  the  Triage  and  Acute  Minor  Illness  clin- 
ics at  DeWitt  Army  Hospital,  Fort  Belvoir,  Virginia.  The  AMEDD  subsequently 
fine-tuned  the  program  at  Army  MTFs  at  Fort  Meade,  Maryland;  Fort  Bragg, 
North  Carolina;  and  Fort  Hood,  Texas.  At  the  Fort  Belvoir  site,  Lieutenant  Colo- 
nel Margaret  E.  Weydert  and  Captain  Carolyn  C.  Knight,  the  project  officers,  said 
it  was  one  effort  among  many  designed  to  help  relieve  the  shortage  of  primary 
health  care  providers  and  reduce  patient  waiting  time.80  The  Automated  Military 
Outpatient  System  Specialists  (AMOSISTs),  as  the  enlisted  corpsmen  involved 
were  called,  were  to  sort  “walk-in  adult  patients  by  symptoms,”  input  the  informa- 
tion into  flow  sheets,  and  then,  based  on  feedback,  refer  these  patients  “to  appro- 
priate treatment  areas.”  They  also  were  expected  to  treat  minor  complaints  with 
advice  and  over-the-counter  drugs  using  comparable  algorithms  under  the  direct 
supervision  of  the  AMOSIST  physician.81  Major  Mary  Lou  Spine,  an  Army  Nurse 
Corps  officer  and  the  HSC  Ambulatory  Care  Division  AMOSIST  project  officer, 
helped  to  write  the  program  guides.  She  explained  that,  at  that  time,  she  was  at- 
tempting “to  standardize  how  the  AMOSISTs  would  be  used  and  what  they  would 
be  permitted  to  do.”  Such  protocols  were  necessary  to  achieve  appropriate  utiliza- 
tion, Spine  revealed,  because  typically  “some  MDs  wanted  [the  AMOSISTs]  to 
perform  major  surgery  while  others  wouldn’t  let  them  take  a temperature!”82 

To  become  an  AMOSIST,  specially  selected  corpsmen  with  good  communica- 
tion skills  participated  in  one  of  several  educational  programs.  They  could  attend 
a six-  to  eight-week  course  at  AHS,  participate  in  local  on-the-job  training,  or  en- 
gage in  a combination  of  both  options.83  Until  1977,  four  Army  Medical  Centers 
and  an  assortment  of  234  medical  facilities  used  some  version  of  the  Automated 
Military  Outpatient  System  program.  However,  by  1977,  shortages  in  the  num- 
bers of  physicians  available  to  oversee  the  AMOSISTs’  performance  and  reduc- 
tions in  the  numbers  of  corpsmen  Army- wide  ended  the  program.84  Other  factors 
that  ultimately  contributed  to  the  system’s  demise  were  the  failures  on  the  part 
of  the  AMOSISTs  to  faithfully  use  the  Triage  Manual,  the  data-collection  sheets, 
and  the  AMOSIST  Manual  for  every  patient;  the  lack  of  approved  drug  lists  to 
complement  the  treatment  protocols;  and  the  fact  that  the  AMOSISTs’  autonomy 
and  scope  of  practice  often  exceeded  accepted  standards.85 

Tentative  long-range  plans  called  for  Army  nurses  to  practice  under  similar 
conditions  using  automated  decision-tree  algorithms  while,  caring  for  patients 
with  “stable,  well-defined  chronic  illnesses.”  But  this  computerized  approach  that 
“was  soon  found  to  be  inappropriate  to  the  patients’  needs  and  a poor  use  of  the 
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nurse’s  skills”  halted  these  plans.86 

Although  the  AMOSIST  program  in  its  original  format  vanished,  it  did  lead 
to  other  primary  health  care  innovations.  From  1973  through  1982,  officers  at 
Brooke  Army  Medical  Center  refined  its  concepts,  adapted  it  into  a more  effica- 
cious format,  and  extended  its  use  into  Troop  Medical  Clinics.  These  Medical 
Corps  officers  then  used  it  as  a foundation  for  the  Army  Emergency  Medicine 
residency  programs,  the  Emergency  Medicine  Program  at  the  Uniformed  Services 
University  of  the  Health  Sciences,  and  the  Combat  Casualty  Care  Course  (C4). 
Later,  the  AMOSIST  program  served  as  a model  for  the  development  of  tele- 
phone-based nurse  triage  systems  so  prevalent  in  the  civilian  health  care  sector.87 

Physical  therapists,  officers  of  the  Army  Medical  Specialist  Corps,  also  assumed 
expanded  responsibilities  including  the  “initial  screening  of  patients  with  muscu- 
loskeletal disorders.”  They  helped  “to  maintain  the  quality  of  care  while  freeing 
the  physician  ...  to  spend  more  time  with  the  patients  requiring  their  special 
skill.”88  Army  physical  therapists  also  prescribed  treatment  for  minor  musculo- 
skeletal ailments.89  Occupational  therapists,  also  Army  Medical  Specialist  Corps 
officers,  likewise  participated  in  the  expanded  practice  movement  and  focused  on 
the  assessment  of  musculoskeletal  problems  of  the  hands  and  arms.90  The  expand- 
ed practice  of  Army  Medical  Specialist  Corps  officers  prepared  as  dietitians  fo- 
cused primarily  on  patients  involved  with  the  Army’s  Weight  Control  Program.91 

The  physician  assistant  (PA),  another  new  role,  also  evolved  in  the  AMEDD  in 
1971.  A few  years  before  its  integration  into  the  Army,  however,  civilian  physi- 
cians had  conceptualized  the  new  type  of  health  care  provider  as  another  variety 
of  physician  extender.  The  first  educational  program  to  prepare  PAs  met  in  1 965  at 
Duke  University  in  North  Carolina.92  For  its  initial  classes,  Duke  selected  military 
corpsmen  who  were  Vietnam  veterans  as  students  because  of  their  unique  train- 
ing, combat  experience,  and  prior  exposure  to  “conflict  and  controversy.”93  The 
need  for  potential  PAs  to  function  with  skill,  discretion,  and  sangfroid  in  a difficult 
climate  redolent  with  hostility  and  ambiguities  proved  to  be  essential. 

The  Army,  with  a ready  and  eager  supply  of  applicants  with  similar  backgrounds, 
adapted  their  version  of  the  PA  role  from  the  civilian  model.  The  AMEDD ’s  char- 
ter class  of  60  PA  students,  warrant  officer  candidates,  started  their  studies  in  the 
summer  of  1971  at  AHS.  In  August  1973,  52  neophyte  PAs  graduated  from  the 
two-year  curriculum.  The  Army  then  promoted  the  graduates  to  warrant  officer 
and  introduced  them  into  the  Army’s  health  care  system.  Baylor  University  si- 
multaneously awarded  the  52  warrant  officers  an  associate  of  science  degree.  The 
majority  of  the  new  PAs’  were  first  assigned  to  divisional  units.  Of  all  the  gradu- 
ates, 36  began  their  careers  as  members  of  tactical  organizations,  while  16  went  to 
fixed  facilities  in  Army  hospitals.94 

Both  variations  of  PAs,  military  and  civilian,  generated  impassioned  debates 
and  encountered  heated  resistance  from  many  individual  nurses  and  the  profes- 
sion of  nursing  at  large.  For  instance,  at  Duke,  when  invited  to  participate  or 
teach  in  the  venture,  most  professional  nurses  and  nursing  administrators  in  the 
Medical  Center  and  the  faculty  of  the  Nursing  School  strenuously  resisted.  They 
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concurred  with  the  American  Nurses  Association  stance,  rejecting  the  PA  role  for 
nurses  because  it  would  place  professional  nurses  in  a subservient  rather  than  a 
complementary  relationship  with  physicians.  Simply  put,  most  professional  nurs- 
es refused  to  teach  or  become  PAs.  The  fires  of  the  controversy  stoked  even  higher 
when  Look  magazine  published  an  article  profiling  the  innovative  PA  role  and 
titled  the  incendiary  piece  “More  than  a Nurse,  Less  than  a Doctor.”95 

Many  Army  Nurse  Corps  officers  had  comparable  reservations — even  spirited 
objections — to  the  whole  notion  of  PAs.96  Some  vowed  that  they  would  “never 
take  orders  from  a physician  assistant.”  Dunlap  revealed  that  these  Army  nurses 

. . . pictured  the  physician  assistants  giving  them  orders,  supervising  nurses.  That  was  not  the  posi- 
tion I took.  My  position  was  that  there’s  plenty  of  work  for  everybody  as  long  as  we  in  nursing  define 
nursing’s  role  and  how  our  nurse  clinicians  will  function.  Likewise,  the  physician  assistants’  roles 
would  be  defined.  ...  I wanted  to  go  ahead  and  try  it.97 

When  MTF  chief  nurses  met  in  1971  in  Washington,  D.C.,  they  recommended 
that  all  “Army  nurses  respond  cooperatively  to  the  concept  of  the  physician’s  as- 
sistant” and  reiterated  that  the  PA’s  “role  and  functions  be  clearly  defined”  jointly 
by  nurses  and  physicians  so  that  a “professional  colleague  relationship”  be  estab- 
lished and  maintained.98 

After  a stormy  beginning,  PAs  eventually  blended  into  the  AMEDD.  Their  re- 
lationships with  Army  nurses  were  sometimes  collegial,  occasionally  distant,  and 
every  so  often  acrimonious.  PAs  settled  primarily  into  the  Troop  Medical  Clinics 
and  the  line  units  and  continued  to  make  their  unique  contributions  to  the  health 
of  the  Army. 

At  the  outset  of  the  ANCCPP  introductory  period,  many  Army  physicians  were 
resistant  or  at  least  uncertain  about  the  use  of  Army  nurses  in  the  extended  role. 
However,  their  grassroots  opposition  eventually  tapered  off  and  frequently  it  be- 
came enthusiastic  acceptance  once  the  nurses  demonstrated  their  skills.  Their 
wholehearted  approval  led  many  Medical  Corps  officers  to  claim  the  nurse  clini- 
cians (practitioners)  as  their  own.  In  1974,  Lieutenant  Colonel  Jean  M.  Hough- 
ton, chief  nurse  at  Munson  Army  Hospital,  Fort  Leavenworth,  Kansas,  wrote  that 
the  nurse  clinicians  “have  the  judgment  to  realize  the  difference  between  nursing 
care  practice  and  the  practice  of  medicine.”  However,  she  confided,  the  “bigger 
dilemma  ...  is  to  make  the  physicians  aware  and  understand  this  difference.” 
Captain  Richard  Harbin,  an  ACHN  assigned  to  Fort  Leavenworth,  also  practiced 
in  an  expanded  role  at  certain  times  in  the  Pediatric  Clinic.  Houghton  noted  that 
the  clinic  pediatricians  were  “extremely  pleased  with  this  concept.”  She  also  said 
that  she  had  “stressed  ...  the  fact  that  he  is  a nurse  and  not  an  additional  Pediatri- 
cian.” Captain  Nancy  Martinkus  (McFadin  Mueller)  pioneered  the  “chronic  care 
nurse  concept  in  the  Ambulatory  Care  area.”  There  she  encountered  “almost  full 
blown  opposition  from  some  of  the  internists.”  Nonetheless,  after  her  precarious 
start,  Martinkus  transformed  her  adversaries  into  allies  after  only  two  months. 
“The  Chief  of  Medicine,  who  was  originally  against  the  idea[,]”  did  an  about-face 
“almost  to  the  point  the  whole  concept  was  his.”  Soon  Martinkus  was  maintaining 
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her  own  panel  of  hypertensive  patients." 

Patients  also  were  happy  with  the  services  the  nurse  clinicians  provided.  First 
Lieutenant  Anne  Hemme  conducted  a Well  Woman  Clinic  in  the  Obstetrics/Gy- 
necology Clinic  at  Munson  Army  Hospital,  where  appointments  for  her  services 
were  available  through  the  Central  Appointment  Service.  At  this  point  Lieutenant 
Colonel  Connie  L.  Slewitzke  was  the  first  woman  class  president  of  the  Command 
and  General  Staff  College  in  the  residence  course  at  Fort  Leavenworth.  Slewitzke 
often  acted  as  a “sounding  board,”  relaying  comments  regarding  health  care  pro- 
vided at  Munson  Army  Hospital.  She  said  “how  pleased  the  women  of  the  com- 
munity were  with  [Hemme]  and  the  Well  Woman  Clinic  Nurse  idea.”100 

The  widespread  acceptance  accorded  Army  nurse  clinicians  (practitioners)  in 
the  Army  mirrored  the  patients’  perceptions  of  advanced  practice  nurses  in  other 
military  services  and  in  the  civilian  world.  An  Air  Force  spokesman  characterized 
patients’  responses  to  obstetrics/gynecology  and  pediatric  nurse  practitioners  as 
“overwhelming.”  He  added  that  the  “nurses  are  more  sympathetic  with  women 
and  children  patients,  forming  a rapport  few  male  doctors  ever  achieve.”  Finally, 
he  disclosed  that  “in  some  hospitals  ...  the  nurse  practitioners  are  booked  for  Pap 
smears  long  before  the  doctors’  schedules  are  filled.”101  Patient  response  to  the 
services  provided  by  advanced  practice  nurses  remained  consistently  excellent  in 
the  AMEDD,  the  military,  and  civilian  health  care. 

In  1968,  Henry  Silver  investigated  the  phenomenon  of  patient  satisfaction  in 
a clinic  that  utilized  PNPs  in  Denver,  Colorado,  and  he  noted  an  almost  unani- 
mous acceptance  by  patients  and  their  families.102  Two  decades  later,  little  had 
changed.  The  landmark  1986  Office  of  Technology  Assessment  study  revealed 
that  advanced  practice  nurses  could  efficiently  provide  care  autonomously  for  60 
to  90  percent  of  all  patients  in  a primary  care  setting  and  that  virtually  all  patients 
highly  valued  the  services  provided  by  nurse  practitioners.103 

Although,  for  the  most  part,  Army  nurse  clinicians  (practitioners)  were  well  re- 
ceived and  highly  satisfied  with  their  professional  roles,  some  inequities,  instances 
of  inappropriate  utilization,  and  long-range  doubts  surfaced.  For  example,  a num- 
ber of  clinicians  reported  overbooking  of  their  appointments,  claiming  they  were 
“forced  to  see  patients  . . . one  per  every  ten  minutes,  8 or  more  hours  per  day.” 
Others  reported  being  demoralized  because  their  practice  was  restricted  only  to 
“hundreds  of  summer  camp  and  ‘back  to  school’  physicals,”  or  exclusively  “see- 
ing only  VD  [venereal  disease]  patients.”  Still  others  were  disheartened  by  the 
scorn  certain  physicians  accorded  the  nurse  clinicians’  emphasis  on  “emotional 
assistance  and  health  teaching.”  Some  who  were  oriented  to  future  career  oppor- 
tunities worried  about  maintaining  their  advanced  practice  skills  and  knowledge 
while  simultaneously  feeling  pressure  to  secure  promotions  and  advance.104  Few 
simple  answers  existed  for  these  complex  issues  and  predicaments. 

As  time  passed,  ANCCPP  was  renamed  the  Army  Nurse  Clinician  Program 
(AN-CP),  sometimes  called  the  Army  Nurse  Corps  Clinician  Program,  presum- 
ably to  make  the  cumbersome  acronym  pronounceable,  and  still  later  it  was  des- 
ignated the  Army  Nurse  Practitioner  Program.  In  1977,  the  position  title  of  “Nurse 
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Clinician”  was  replaced  by  the  designation  “Nurse  Practitioner”  (NP).  Moreover, 
Army  Nurse  Corps  regulations  acknowledged  another  related  role,  the  Clinical 
Nurse  Specialist  (CNS),  as  a new,  accepted  practice  specialty  for  Army  nurses.105 

The  Army  Nurse  Corps  interpretation  of  the  CNS  concept  differed  somewhat 
from  that  in  the  civilian  nursing  community.  Disparities  between  the  CNS  and 
the  nurse  practitioner  in  the  AMEDD,  as  described  in  Army  Regulation  40-6,  re- 
lated primarily  to  educational  preparation.  Although  the  regulation  required  the 
CNS  to  have  a master’s  degree  in  nursing  in  a clinical  specialty  area,  it  expected 
the  NP  to  have  an  earned  baccalaureate  degree  and  some  variation  of  specialty 
advanced  practice  training.  The  duties  of  both  as  described  in  Army  Regulation 
40-6  were  essentially  identical  except  in  the  area  of  ordering  patient  medications. 
Only  the  NP  had  prescriptive  privileges,  albeit  a circumscribed,  limited  authority. 
However,  both  the  CNS  and  NP  would  “plan,  provide  and  evaluate”  direct  and 
indirect  nursing  care  that  involved  patient  and  family  assessment,  treatment,  and 
follow-on  care  as  well  as  provide  educational  services  for  both  patients  and  other 
nursing  staff  members.  In  addition,  both  would  collaborate  with  other  health  care 
providers  and  provide  an  array  of  consultation  services.106 

The  civilian  view  of  the  CNS  and  NP  roles  was  slightly  divergent  from  the 
Army’s  concept,  especially  regarding  responsibilities.  The  nonmilitary  model  vi- 
sualized the  CNS  role  with  five  components:  (1)  direct  hands-on  care,  (2)  consul- 
tation, (3)  patient  and  staff  education,  (4)  involvement  in  research,  and  (5)  leader- 
ship. The  NP  role  focused  more  exclusively  and  heavily  on  direct  care.107  Several 
years  later,  a survey  sample  of  civilian  health  care  providers  reported  many  “over- 
lapping activities”  in  all  aspects  of  CNS  and  NP  “role  functioning.”  Respondents 
judged  the  two  roles  to  be  “more  similar  than  they  [were]  different.”  Findings  sug- 
gested that  many  NPs  and  CNSs  favored  “the  merging  of  clinical  nurse  specialist 
and  nurse  practitioner  preparation.”108  Features  such  as  educational  preparation 
and  clinical  practice  indicated  the  two  roles  shared  many  commonalities.109  Both 
roles  seemed  to  be  fusing. 

After  the  introduction  of  ANCCPP  in  the  early  1970s,  the  Army  Nurse  Corps 
continually  and  actively  used  nurse  practitioners  and  supported  a comprehensive 
advanced  practice  program.  In  the  early  years,  most  of  the  preparatory  programs  — 
both  in  the  civilian  and  Army  communities— operated  as  certificate-granting,  con- 
tinuing-education courses  that  usually  did  not— although  sometimes  they  could— 
offer  college  credit.  Most  had  no  relationship  with  collegiate  schools  of  nursing. 
The  Army,  however,  took  the  middle  ground  when  it  set  up  an  academic  affiliation 
with  the  University  of  Texas,  allowing  Army  graduates  the  option  to  apply  for  16 
graduate  credits  for  their  attendance  at  the  certificate-granting  course. 

The  pervasive,  nationwide  exclusion  from  the  halls  of  higher  education  so  char- 
acteristic during  the  early  years  of  the  NP  movement  resulted  from  stands  taken  by 
nurse  educators  in  institutions  of  higher  learning  and  leaders  in  the  professional 
organizations.  They  “conceptually  divided  the  health  care  delivery  team  into 
two  camps:  workers  who  cured  illness  and  workers  who  gave  sustaining  care.” 
These  skeptics  contended  that  “the  mixed  role  of  the  NP  who  sought  to  deliver 
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Major  Harriet  H.  Werley  established  the  Department  of  Nursing  at  Walter  Reed  Army  Institute  of 
Research  in  1957  and  launched  the  clinical  nursing  research  movement  in  the  Army  and  likely  in  the 
world  of  professional  nursing. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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both  care  and  cure-oriented  services  was  suspect.”  Martha  Rogers,  an  influential 
nurse  theorist,  saw  the  incursion  of  the  NP  movement  as  an  effort  to  lure  nurses 
back  into  an  archaic  social  order,  or  as  she  put  it,  into  “paying  obeisance  to  an 
obsolete  hierarchy.”  Rogers  “wanted  nursing  to  be  an  independent  profession 
and  felt  that  the  NP  movement  was  a step  backward  and  . . . argued  that  . . . NPs 
had,  in  effect,  left  the  nursing  profession.”  These  opinions  served  as  “powerful 
barrier[s]  to  the  early  institutionalization  of  the  educational  programs  within 
the  mainstream  of  nursing  education.”110  Nonetheless,  by  the  mid-1970s,  a few 
universities  began  to  offer  graduate  degrees  in  advanced  practice  roles.  These 
curricula  integrated  nurse  practitioner  “philosophy,  concept,  and  processes”  in 
response  to  overwhelming  pressures  exerted  by  “funding  agencies,  the  federal 
government,  . . . students,  . . . professional  nursing,  . . . and  changes  in  state 
practice  laws.”  Escalating  costs  and  inequities  in  the  distribution  of  health  care 
professionals  also  slowly  exerted  an  influence.111  By  the  mid-1980s,  emerging 
national  trends  favoring  graduate-level  preparation  for  advanced  practice  at  the 
master’s  degree  level  culminated  in  the  gradual  withdrawal  of  Army-sponsored 
programs  to  develop  NPs  independent  of  academia.  Thereafter,  Army  nurses 
received  their  education  for  advanced  practice  primarily  in  civilian  educational 
institutions.112 

The  sanctioning  of  independent  research  activities  that  studied  nursing  concerns 
into  the  domains  of  the  Army  Nurse  Corps  represented  another  innovative  role.  Al- 
though Army  nurses  in  the  past  had  participated  informally  in  research  activities, 
the  formal  origins  of  nursing  research  in  the  Army  dated  back  to  1957  when  Major 
Harriet  H.  Werley  launched  the  Department  of  Nursing  at  the  Walter  Reed  Army 
Institute  of  Research  (WRAIR).  The  unit  was  the  first  institutional  program— 
probably  in  the  world— dedicated  to  clinical  nursing  research.  The  mission  of 
the  fledgling  research  unit  was  to  develop  a program  of  military  nursing  research 
projects  oriented  to  patient  care  problems  and  educate  a cadre  of  competent  nurse 
researchers  capable  of  analyzing  nursing  practices  to  develop  new  knowledge  for 
improved  patient  care.  The  WRAIR  group  sponsored  research  studies,  subsidized 
nursing  research  conferences,  and  inaugurated  an  annual,  year-long  course  to  de- 
velop Army  nurse  researchers.113  The  original  staff  of  the  Department  of  Nursing 
at  WRAIR  included  Werley,  Major  Clara  Duley,  and  Captain  Miriam  Ginsberg.114 
Captain  Phyllis  Verhonick  and  Major  Ruth  Greenfield  joined  the  unit  six  months 
later.  Both  Verhonick  and  Greenfield  had  just  completed  their  doctorates  at  Teach- 
ers College,  Columbia  University,  under  the  auspices  of  the  Army  Nurse  Corps. 
Ultimately,  the  combination  of  senior-level  Army  Nurse  Corps  support  for  the 
program,  Werley’s  vision  and  zeal,  Verhonick’s  enthusiasm  and  wisdom,  their 
collegial  relationships  with  other  researchers  at  WRAIR,  and  the  nurse  research- 
ers’ diligence  produced  success  beyond  the  dreams  of  all  concerned.115 

In  the  1960s,  the  Department  of  Nursing  at  WRAIR  completed  several  land- 
mark nursing  investigations  on  various  clinical  problems  such  as  oral  hygiene 
techniques,  reverse  isolation,  and  decubitus  ulcers.  It  sponsored  six  iterations  of 
the  year-long  Military  Nursing  Practice  and  Research  Course. 
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Major  Phyllis  Verhonick  measured  the  size  of  a patient’s  decubitus  ulcer.  She  was  renowned  globally 
for  her  innovative  studies  of  such  wounds. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


When  Werley  left  WRAIR  and  was  reassigned  to  Korea  in  1963,  Verhonick 
replaced  her  as  department  chief.  Like  Werley,  Verhonick  had  talent,  a creative 
vision,  and  “possessed  a sense  of  humor  that  was  invaluable  in  helping  overcome 
the  frustrations  and  obstacles  so  frequently  encountered  in  research  endeavors.”116 
A charter  member  of  the  American  Academy  of  Nursing,  Verhonick 

. . . was  known  nationally  and  internationally  for  research  on  decubitus  and  skin  care.  She  perse- 
vered in  efforts  to  conduct  indepth  research  in  this  area  and  moved  from  descriptive  studies  to  sophis- 
ticated multidisciplinary  research  involving  bioengineering  quantitative  measures.  Her  studies  were 
designed  to  gain  greater  understanding  of  phenomena  and  to  develop  predictive  studies.117 

In  1968,  Verhonick  retired  from  the  Army  to  become  a faculty  member  at  the 
University  of  Virginia.  Lieutenant  Colonel  Miriam  Ginsberg  replaced  her.  That 
same  year,  the  surgeon  general  named  Lieutenant  Colonel  Rosemary  T.  McCarthy 
as  the  first  nursing  research  consultant.118  This  appointment  formalized  the  im- 
portance of  nursing  research  and  set  up  an  easily  accessible  point  of  contact  for 
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consultation.  In  1970,  Lieutenant  Colonel  Glennadee  Nichols  assumed  the  senior 
research  position.  Among  her  credentials,  Nichols  claimed  two  previous  assign- 
ments at  WRAIR  and  also  a recent  doctorate  from  Teachers  College,  Columbia 
University.119  Nichols’  research  interests  were  diverse.  In  one  investigation,  she 
focused  on  patient  satisfaction.120  Her  work  revealed  that  patient  dissatisfaction 
most  frequently  resulted  from  problems  in  communication  between  patients  and 
hospital  staff.  The  findings  became  the  impetus  for  the  development  of  an  active 
patient  advocacy  program  at  WRAMC  in  1974. 121 

In  1973,  Lieutenant  Colonel  Margaret  O’Dell  became  the  division’s  director. 
At  that  time,  after  15  years  under  WRAIR,  the  Division  of  Nursing  sailed  into 
stormy  seas.  Amongst  military  wide  retrenchment  and  personnel  shortages,  the 
director  of  WRAIR  substantially  reduced  the  Division  of  Nursing’s  budget  and  its 
personnel  allowances.  O’Dell’s  position  remained,  but  the  authorizations  for  four 
additional  nurse  researchers,  one  administrative  specialist,  and  one  secretary  were 
purposely  unfilled.  Other  resources  such  as  office  and  laboratory  space  were  also 
pared  down.  Evidence  suggests  that  personality  conflicts  between  O’Dell  and  the 
WRAIR  command  also  contributed  to  the  widening  schism.122 

In  the  1970s,  Colonel  Ed  Buescher  was  director  of  WRAIR.  Buescher  ob- 
jected to  the  Army  Nurse  Corps  presence  in  WRAIR,  a Medical  Research  and 
Development  Command  unit.  Colonel  Robert  J.T.  Joy,  WRAIR ’s  deputy  di- 
rector, disclosed  that  Buescher  felt  that  the  nurse  researchers  at  that  time  “did 
trivial  research,  could  not  write  a research  protocol,  could  not  put  results  in 
decent  manuscript  format,  and  did  not  ask  important  questions.”  Joy  expanded 
on  other  issues  that  precipitated  nursing’s  eviction  from  WRAIR.  He  noted  that 
the  nurses  were  predominantly  doing  clinical  nursing  research  in  an  institu- 
tion (WRAIR)  dedicated  to  “military  directed”  research.  Confusion  over  fund- 
ing further  complicated  matters.  WRAIR ’s  budget  originated  from  Program  6, 
Research  and  Development  dollars,  while  the  nurses’  clinical  research  money 
came  from  Program  8,  Operations  and  Maintenance  dollars,  a funding  source 
foreign  to  WRAIR.  Through  his  actions,  Buescher  clearly  communicated  his 
disdain.  When  Nichols  left  WRAIR  in  1973,  Buescher  refused  to  see  her  for  an 
exit  interview.  Instead,  Joy  “pinned  on  her  medal  in  a near  private  ceremony.” 
Joy  remarked,  “It  was  all  so  sad.”  He  added  that  Buescher  ultimately  “ordered 
that  all  five  nurses  be  put  in  one  room  not  quite  large  enough  for  five  desks;  the 
back  row  could  only  be  reached  by  turning  sideways  and  leaning  against  the 
wall.”  This  move  clearly  was  the  last  and  most  decisive  strategy  used  to  remove 
the  nurse  researchers  from  WRAIR.  Joy  summed  up  his  view  of  the  debacle, 
stating  that  the  nurse  researchers  “were  nice  people  wrongly  placed  in  a high- 
powered  biomedical  scientific  institute.”123 

With  the  dawning  of  1976,  nursing  research  was  effectively  coerced  out  of 
WRAIR.  In  November  1975,  Parks  recommended  to  the  surgeon  general  the 
transfer  of  the  Division  of  Nursing  at  WRAIR  to  WRAMC,  reasoning  that  nursing 
research  ideally  should  be  conducted  in  a hospital.  The  surgeon  general  concurred 
with  the  recommendation  in  January  1976,  thus  terminating  the  WRAIR-nursing 
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Standing  on  the  steps  of  the  Walter  Reed  Army  Institute  of  Research  (WRAIR)  with  director,  Lieuten- 
ant Colonel  Harriet  H.  Werley,  are  the  first  four  Army  nurses  to  participate  in  the  first  40-week  Military 
Nursing  Practice  and  Research  Course  launched  at  WRAIR  in  the  fall  of  1961.  Front  row  from  left 
to  right:  Captain  Elenore  F.  Sullivan,  Lieutenant  Colonel  Harriet  H.  Werley  (director),  and  Captain 
Rosemary  T.  McCarthy.  Second  row  from  left  to  right:  Captain  Katherine  F.  Galloway  and  Major 
Leonora  M.  Moseley. 
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research  affiliation,  and  on  1 April  1976,  WRAIR  formally  relinquished  the  re- 
maining nursing  manpower  spaces  and  funding.124 

Lieutenant  Colonel  Elenore  Sullivan  became  the  first  chief  and  only  staff  mem- 
ber of  the  diminished  Nursing  Research  Service  when  it  settled  in  its  basement 
office  in  Building  One,  the  original  Walter  Reed  Hospital  building.  Fortunately,  at 
the  same  time,  Colonel  Katherine  Galloway,  who  was  a graduate  of  the  first  Mili- 
tary Nursing  Practice  and  Research  Course,  was  chief  nurse  at  Walter  Reed.  She 
represented  a sympathetic  and  supportive  figure  for  Sullivan,  who  sustained  the 
service  primarily  by  facilitating  the  research  endeavors  of  Army  nurse  graduate 
students  who  were  studying  in  nearby  civilian  educational  institutions.  Sullivan 
expedited  the  students’  data  collection  in  the  clinical  areas  of  the  hospital.  Even- 
tually, the  Nursing  Research  Service  staff  expanded  once  again  to  include  four 
additional  nurse  researchers.125 

Major  Janet  Southby’s  assignment  as  the  new  chief  in  1979  injected  a healthy 
and  much  needed  dose  of  vitality  into  the  service.  After  earning  her  doctorate  at 
Catholic  University,  Southby  signed  into  WRAMC  and  immediately  began  de- 
veloping her  researchers,  who  in  turn  produced  an  impressive  body  of  studies. 
Their  investigations  focused  on  diarrhea  in  tube-fed  patients,  reducing  discomfort 
from  intramuscular  injections,  health  care  workers’  attitudes  toward  violence  in 
close  relationships,  introduction  of  a post-anesthesia  score  in  the  recovery  room, 
and  the  effectiveness  of  measures  to  relieve  the  pain  of  episiotomies.126  Moreover, 
the  hard-working  Southby  expanded  contacts  with  research  consumers  and  con- 
cerned parties  on  many  levels  including  initiating  an  annual  activity  report  and 
publishing  and  disseminating  a newsletter,  Nursing  Research  Notes.  She  encour- 
aged the  Nursing  Research  Service  staff  to  publish  in  professional,  refereed  jour- 
nals that  resulted  in  a renaissance  of  professional  writing  within  the  organization. 
By  1980,  the  researchers  also  took  part  in  hospital  committees,  presented  classes 
and  participated  in  newcomer  orientations,  and  completed  their  share  of  hospital 
weekend  supervision  duty.127  Although  most  of  these  responsibilities  facilitated 
exchanges  between  researcher  and  clinician  and  probably  were  appropriate  duties 
for  nurse  researchers  in  a medical  center,  they  did  distract  the  nurses  from  a total 
dedication  to  the  exclusive  practice  of  nursing  research.  Werley  had  articulated 
her  misgivings  about  the  diversionary  nature  of  such  pursuits  five  years  earlier  in 
1974.  She  argued: 

In  the  interest  of  having  the  nursing  research  nucleus  group  located  in  a setting  conducive  to  re- 
search, I would  strongly  recommend  that  the  bolstering  of  the  Army  Nurse  Corps  research  potential 
be  accomplished  within  the  confines  of  the  Research  and  Development  Command.  This  is  not  to  say 
that  some  of  the  research  will  not  be  worked  through  with  personnel  in  the  clinical  setting,  but  being 
located  within  the  Research  and  Development  Command,  the  nursing  research  nucleus  group’s  work 
should  be  facilitated,  whether  it  be  basic  or  applied  in  nature.128 

Experience  has  verified  that  there  is  a place  for  nurse  researchers  in  both  hos- 
pitals and  in  purely  research  institutions.  Later,  Army  Nurse  Corps  officers  would 
be  welcomed  back  into  Army  units  exclusively  dedicated  to  research. 
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The  climate  at  the  Institute  of  Surgical  Research  (ISR),  commonly  known  as 
the  Burn  Unit  at  Brooke  Army  Medical  Center,  also  was  somewhat  intimidat- 
ing for  nursing  research  in  the  late  1970s.  At  that  time,  the  Army  Nurse  Corps 
assigned  Major  Hedy  Mechanic,  a doctoral  nurse  researcher,  to  the  ISR.  Her 
assignment  there  “was  controversial  and  short-lived,”  however,  as  the  ISR 
commander  regarded  “nursing  research  ...  an  oxymoron”  and  “nursing  schol- 
arship was  considered  a punch  line.”  Mechanic  defended  her  role  and  “clashed 
with  the  administrative  leadership  on  research  design  and  methodology  and 
was  quickly  pushed  along  out  of  the  area.”  The  milieu  was  one  where  “good 
nurses  [knew]  their  place,  [kept]  their  mouth  shut  and  eyes  averted.”  With 
time  and  the  influx  of  new  blood,  however,  the  outlook  changed.  Nonetheless, 
“the  ramp  up  for  nurses  to  publish  or  conduct  research  . . . was  steep  and  ardu- 
ous initially.”  The  first  step  on  the  route  to  professional  recognition  and  accep- 
tance involved  the  physicians’  acknowledging  in  writing  the  nurses’  contribu- 
tions to  their  investigations  and  publications.  Then  the  commander/director 
allowed  nurses  to  publish  clinical  articles  and  book  chapters  and  to  make 
presentations.  He  “spent  considerable  time  reviewing  and  making  changes 
in  manuscripts  written  by  nurses  and  [the  nurses]  were  grateful  to  a person 
for  his  tutelage  and  support.”129  But  it  was  only  with  the  passage  of  the  old 
order  and  a paradigm  shift  from  patriarchy  to  collegiality  that  actual  clinical 
nursing  research  gained  a firm  foothold  in  the  ISR.  In  the  late  1990s,  Colonel 
Elizabeth  Greenfield  received  TriService  Nursing  Research  funding  to  study 
the  efficacy  of  a new  technology— a cap  implanted  with  electrodes  to  measure 
pain  indirectly  in  unconscious  patients.130  Another  study  questioned  whether 
hardiness  in  burn  unit  nurses  predicted  burnout  or  whether  it  buffered  the 
effect  of  caregivers’  stress  on  burnout.131  An  additional  investigation  imple- 
mented by  Colonel  Linda  Yoder  probed  the  long-term  outcomes  of  burn  unit 
patients,  focusing  on  their  quality  of  life  and  functional  status.132  Although 
progress  was  slow  and  laborious,  ISR  was  moving  into  the  modern  age  and 
approaching  parity  with  state-of-the-art  nursing  research. 

In  the  1970s,  a widespread  Army  Nurse  Corps  research  agenda  emerged.  The 
Army  Nurse  Corps  first  assigned  nurse  researchers  to  the  Health  Care  Studies 
Division  at  HSC.  They  conducted  an  assortment  of  in-depth  investigations  on 
research  topics  such  as  the  foundation  studies  for  the  Workload  Management  Sys- 
tem for  Nurses,  a comprehensive  tool  for  documenting  workload  and  predicting 
staffing  requirements. 

The  Corps  assigned  a nurse  researcher,  Lieutenant  Colonel  Hazel  W.  Johnson, 
to  the  U.S.  Army  Research  and  Development  Command’s  Materiel  Development 
Division  for  the  first  time  in  1967.  She  remained  there  through  1973.  Johnson 
established  a nursing  role  while  serving  as  a project  officer  for  several  programs. 
She  recalled: 

I involved  myself  in  a number  of  opportunities  in  the  Research  and  Development  command  when 
it  called  for  nursing  input.  I was  available  to  the  staff  and  that  was  the  idea.  The  other  thing,  of  course, 
was  that  I also  knew  other  people  out  in  the  Army  nursing  community  who  would  be  available  for 
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consultation.  If  they  needed  someone  to  take  a look  at  something,  I might  recommend  a name  of  an 
individual  who  might  be  the  appropriate  person  to  do  that.  My  major  reason  for  being  there  was  to 
work  on  the  field  sterilization  study.133 


The  goal  of  Johnson’s  primary  work  was  to  develop  a field  sterilizer,  a portable 
piece  of  equipment  to  sterilize  instruments  in  the  combat  setting.  Another  of  John- 
son’s initiatives  involved  creating  a system  to  identify  pyrogens  (fever-producing 
substances)  in  materials  such  as  medications.  The  system  became  known  as  the 
Pyrogen  Identifier,  Rapid  Response.134  Johnson  also  worked  at  this  time  with  a 
New  York  City  group  studying  the  need  to  aerate  supplies  after  gas  sterilization,  a 
process  used  to  eradicate  all  traces  of  ethylene  oxide  from  instruments  and  equip- 
ment after  sterilization  and  before  human  use.135 

The  Army  Nurse  Corps  historian,  assigned  to  the  U.S.  Army  Center  of  Military 
History,  began  an  important  program  dedicated  to  collecting  and  preserving  the 
oral  histories  of  outstanding  Army  Nurse  Corps  senior  officers,  key  leaders,  and 
other  Army  nurses  whose  experiences,  ideas,  and  contributions  were  representa- 
tive of  the  majority  of  the  Corps,  thus  preserving  the  institutional  memory  of  the 
Army  Nurse  Corps.  Although  not  strictly  regarded  as  research,  per  se,  the  oral  his- 
tory collection  represented  a treasury  of  data  upon  which  many  future  historical 
research  projects  would  be  based. 

Many  Army  hospitals  also  created  nursing  research  committees  that  fostered 
grassroots  research  efforts.  They  disseminated  their  research  findings  and  those  of 
other  health  professionals  to  local  health  care  providers,  the  ultimate  consumers, 
who  used  the  new  knowledge  at  the  bedside.136 

To  identify  pertinent,  realistic,  and  appropriate  research  projects  and  to  ensure 
that  research  endeavors  addressed  the  most  important  and  pressing  of  questions 
relevant  to  Army  Nurse  Corps  needs,  the  Corps  established  the  Nursing  Research 
Advisory  Board  (NRAB).  It  initially  convened  in  1979  and  met  for  three  days. 
The  NRAB’s  membership  included  the  Corps  leaders,  researchers,  and  consumers 
of  research  products.  This  gathering  bridged  the  concerns  of  clinical  practitioners 
with  the  efforts  of  nurse  researchers.  The  first  NRAB  meeting  drafted  a five-year 
research  plan,  outlined  a protocol  for  submitting  research  proposals,  and  devel- 
oped a procedure  to  assist  officers  that  were  implementing  research  projects  while 
students  in  civilian  academic  institutions.137  Thereafter,  NRAB  continued  to  meet 
every  two  years  to  “advise  and  assist  the  Chief  of  the  ANC  [Army  Nurse  Corps]  in 
establishing  research  priorities  and  to  monitor  the  [progress  of  nursing  research 
throughout  the  AMEDD.”138 

The  first  Phyllis  J.  Verhonick  Research  Conference,  named  after  the  iconic 
Army  nurse  researcher  who  died  in  1979,  first  occurred  in  1981,  when  the  AHS 
hosted  the  symposium  at  Fort  Sam  Houston,  Texas.  Forty-five  Army  nurses  at- 
tended, 17  of  whom  presented  research  reports.  Werley,  the  then-retired  leading 
light  of  nursing  research  in  the  Army,  provided  the  keynote  address,  while  Colonel 
Rosemary  McCarthy  eulogized  Verhonick,  and  Colonel  Sarah  Halliburton  spoke 
on  descriptive  research  designs.  Major  Susie  Sherrod  and  Captain  Judith  Kirby 
became  the  first  recipients  of  research  honors  for  their  award-winning  papers.139 
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The  conference  afforded  participants  the  opportunity  “to  discuss  the  current  sta- 
tus of  research  in  nursing  practice,  education,  and  administration  and  to  explore 
research  methodologies  appropriate  to  nursing  research.”140  Following  its  second 
meeting  in  1982,  the  symposium  thereafter  has  met  once  every  two  years. 

In  1988,  a group  of  doctoral  military  nurses  met  at  the  Association  of  Military 
Surgeons  of  the  U.S.  national  conference.  This  led  to  the  1991  formation  of  a 
Federal  Nursing  Research  Interest  Group,  later  the  TriService  Nursing  Research 
(TSNR)  Group,  comprising  Army,  Navy,  and  Air  Force  nurses.  The  group’s  initial 
intent  was  to  foster  collaborative  research  among  the  three  services.  Lieutenant 
Colonel  Cindy  Gurney  was  the  first  Army  representative  to  TSNR,  followed  later 
by  Colonel  Patricia  Troumbley.  One  of  TSNR’s  first  actions  was  to  convene  a 
meeting  with  the  corps  chiefs  and  directors  and  the  staff  at  the  National  Center  for 
Nursing  Research  at  the  National  Institutes  of  Health  to  obtain  advice  on  “devel- 
oping a coordinated  strategy  of  nursing  research  . . . within  the  military  milieu.” 
All  participants  recognized  that  the  implementation  of  a program  of  military  nurs- 
ing research  could  not  advance  without  funding. 

Financial  support  soon  followed  in  the  form  of  a congressional  appropriation 
sponsored  by  Senator  Daniel  Inouye.  In  FY  1992,  Congress  appropriated  $1  million 
to  support  military  nursing  research.  In  subsequent  FYs  1993  through  1995,  mili- 
tary nursing  research  appropriations  grew  to  $2  million,  $3  million,  and  $5  million, 
respectively.  In  FY  1996,  the  Department  of  Defense  Authorization  Act  placed  the 
TSNR  Program  (TSNRP)  into  the  Department  of  Defense  Health  Care  Program 
under  the  auspices  of  the  Uniformed  Services  University  of  the  Health  Sciences.141 

The  Army  provided  the  initial  leadership  for  the  TSNRP.  In  August  1997, 
Lieutenant  Colonel  Catherine  Schemp  became  the  first  program  manager  for  the 
TSNRP.  She  administered  the  by-then  $6  million  annual  appropriation,  collabo- 
rated with  the  TSNRP  Group  (a  panel  of  advisors),  and  liaised  with  the  chief  of 
the  Army  Nurse  Corps  and  the  directors  of  the  Navy  Nurse  Corps  and  Air  Force 
Nurse  Corps.142 

The  defining  themes  of  the  1970s  were  change  and  renewal.  Change  signifi- 
cantly influenced  Army  Nurse  Corps  officers’  roles,  numbers,  career  activities, 
uniforms,  and  education.  Change,  mostly  positive,  occurred  in  gender  and  mi- 
nority issues.  Clinical  nursing  research  and  quality  assurance  activities  evolved. 
Readiness  was  charged  with  a new  sense  of  immediacy  and  vitality,  and  condi- 
tions in  the  Reserve  and  National  Guard  components  improved.  With  the  turbu- 
lence of  change  came  inevitable  disruption,  stress,  and  discontent.  But  also  with 
change  came  improvement  in  services  rendered,  better  overall  conditions,  and 
enhanced  satisfaction.  So  marked  was  the  transformation  from  the  early  years  of 
the  post-Vietnam  War  period  to  the  later  years  of  the  decade  that  the  AMEDD  and 
the  Army  Nurse  Corps  grew  from  a significantly  understaffed  organization  coping 
with  reduced  resources  to  a much  improved  functional  unit. 
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Chapter  Seven 

Humanitarian  Relief  and  Assistance 
Missions  in  the  1970s 


In  the  post- Vietnam  era,  particularly  in  the  early  days  of  the  1970s,  many 
aspects  of  Army  Nurse  Corps  life  were  less  than  ideal.  Moreover,  the  war- 
weary  American  populace  was  firmly  opposed  to  supporting  overseas  combat 
operations.  Nonetheless,  when  the  call  came  to  participate  in  relief  or  humanitar- 
ian missions,  Army  Nurse  Corps  officers  responded  quickly  and  with  enthusiasm. 
They  made  worthwhile  contributions  to  the  disaster  relief  operations  in  Nicaragua 
and  Guatemala  and  in  Operations  New  Arrivals  and  New  Life.  They  also  readily 
shared  their  expertise  and  acumen  when  asked  to  do  so  by  U.S.  international  allies 
and  friends. 

Just  after  midnight  on  23  December  1972,  an  earthquake  shook  the  Nicaraguan 
capital  city  of  Managua.  Although  the  temblor  measured  in  the  moderate  to  seri- 
ous range  at  6.25  on  the  Richter  scale,  several  factors  intensified  the  effects  of 
the  shock  and  created  a disaster  with  significant  destruction  and  casualties.  The 
effect  of  the  earthquake  was  even  more  devastating  because  of  the  location  of  the 
epicenter  in  a vulnerable,  heavily  populated  downtown  area;  the  fragile  mortar- 
and-tile  construction  of  dwellings;  the  unfortunate  timing,  when  most  citizens 
were  indoors  asleep;  and  the  ensuing  fire  that  raged  unchecked  for  days  because 
of  high  winds  and  a disrupted  water  supply. 

The  Nicaraguan  government  immediately  asked  the  United  States  to  provide 
some  measure  of  medical  assistance  because  all  local  hospitals  in  Managua  were 
destroyed.  U.S.  Southern  Command  responded  to  the  call  by  deploying  two  field 
hospitals— an  Air  Force  Tactical  Hospital  based  at  MacDill  Air  Force  Base,  Flor- 
ida, and  100  beds  of  the  Army’s  21st  Evacuation  Hospital,  garrisoned  at  Fort 
Hood,  Texas.1  General  Lillian  Dunlap  handpicked  Lieutenant  Colonel  Jane  High 
to  serve  as  chief,  Nursing  Service,  for  the  21st  Evacuation  Hospital  Team.  The 
Army  Nurse  Corps  placed  23  Army  nurses  and  30  enlisted  nursing  staff  from 
Damall  Army  Hospital  at  Fort  Hood  on  alert.  With  many  personnel  on  holiday 
leave,  selection  of  staff  was  complicated  by  concerns  about  reducing  the  fixed  fa- 
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cility’s  staffing  to  a dangerous  level.  Nonetheless,  by  1800  hours  on  23  December 
1972,  the  Corps  had  notified  nearly  all  of  the  deploying  personnel.  Throughout  the 
night,  those  deploying  completed  necessary  preparations,  such  as  making  finance 
arrangements,  receiving  immunizations,  and  reviewing  personnel  records.  Local 
staff  issued  field  clothing  and  equipment  to  the  minority  of  Army  nurses  who  did 
not  have  such  gear,  but  summer- weight  fatigues  — so  important  for  comfort  in  the 
expected  hot  and  humid  environment— were  unavailable  for  issue.  At  noon  on 
Christmas  Eve,  the  first  of  several  groups  of  the  hospital’s  staff  and  its  equipment 
departed  from  Texas  and  arrived  in  Managua  by  dusk  that  same  day.  The  first 
three  Army  nurses  and  a number  of  enlisted  service  members  then  bunked  down 
at  a staging  area  adjacent  to  the  rubble  of  what  was  formerly  the  Managua  Gen- 
eral Hospital.  Other  cohorts  of  the  21st  Evacuation  Hospital  arrived  in  Managua 
in  subsequent  sorties.  The  original  contingent  arose  at  0600  hours  on  Christmas 
morning  and,  before  eating,  began  erecting  their  tentage.  By  noon,  the  hospital 
was  operational  and  admitted  its  first  patients,  two  children  with  meningitis  and  a 
two-year-old  postoperative  nephrectomy  patient.  At  the  end  of  the  first  day,  the  in- 
patient census  numbered  35  patients.  By  1 January  1973,  five  wards  with  20  beds 
each  were  functional.  At  that  time,  the  total  census  averaged  49  patients  per  day. 
Army  nurses  worked  12-hour  shifts,  either  from  midnight  to  noon  or  from  noon 
to  midnight.  This  arrangement  allowed  both  shifts  to  enjoy  a few  hours  of  sleep 
in  relatively  cool  temperatures.  After  a week,  High  wanted  to  close  some  wards 
and  consolidate  patients  so  that  the  work  shifts  could  be  shortened.  However,  the 
hospital  commander  elected  to  maintain  the  status  quo,  feeling  that  closed  wards 
would  require  posting  guards  to  protect  equipment  and  supplies  from  looters. 

As  the  first  week  passed,  several  more  Army  nurses  arrived  in  Nicaragua,  in- 
cluding three  officers  from  Reynolds  Army  Hospital  at  Fort  Sill,  Oklahoma.  At 
peak,  30  Army  Nurse  Corps  officers  participated  in  the  effort.  By  the  beginning 
of  the  new  year,  Nicaraguan  doctors  and  nurses  gradually  began  to  replace  their 
American  counterparts.  The  focus  of  the  workload  then  shifted  from  the  inpatient 
to  the  outpatient  setting,  where  the  ambulatory  workload  averaged  385  patients 
daily.  Finally,  on  5 January  1973,  Health  Services  Command  (HSC)  released  all 
Army  Nurse  Corps  officers  from  the  mission  and  redeployed  them  back  to  their 
home  units  in  the  continental  United  States. 

The  overall  mission  in  Nicaragua  was  generally  successful,  although  several 
minor  setbacks  surfaced.  For  example,  the  x-ray  facility  lacked  a darkroom  in 
which  to  develop  film.  Since  the  majority  of  patients  presented  with  fractures, 
they  could  only  be  immobilized  until  the  film  could  be  developed.  The  function- 
ing of  the  operating  room  was  delayed  by  the  need  to  process  instruments.  Es- 
sential surgical  instruments,  originally  received  in  depot  packs,  came  coated  with 
cosmoline,  a petroleum  jelly-like  rust  preventive  agent.  They  had  to  be  cleaned 
by  hand  before  use.  The  Central  Material  Section  could  not  operate  its  autoclaves 
because  no  220-volt  cable  was  available.  Deficiencies  in  all  types  of  supplies 
were  an  added  complication.  Although  aircraft  efficiently  delivered  supplies  as 
planned,  the  medical  logistic  warehouse  was  overwhelmed,  understaffed,  or  dis- 
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organized  and  was  unable  to  locate  and  deliver  specific  supplies  and  pieces  of 
equipment.  Furthermore,  the  US  Southern  Command  was  unprepared  to  resupply 
needed  expendable  items.  Over  the  course  of  the  mission,  it  filled  only  one  supply 
requisition  and  responded  with  “due  outs”  for  the  1 0 additional  typewritten  pages 
of  requisitions. 

The  type  of  supplies  also  conflicted  with  the  mission  requirements.  Although 
there  were  many  pediatric  and  obstetrics  patients,  planners  had  included  no  pe- 
diatric or  obstetrics  supplies  or  medications  in  the  original  supply  issue.  The  pre- 
ponderance of  the  supplies  naturally  was  geared  instead  to  the  demands  of  combat 
medicine,  not  disaster  relief.  Other  deficiencies  included  a lack  of  field  safes  to 
store  narcotics  and  valuables  securely;  too  few  military  police  for  crowd  control; 
limited  shower  and  laundry  facilities;  and  inadequate  blood  supplies,  vaccines, 
water,  fuel  pods,  generators,  organic  mess  facilities,  and  vehicles.  The  minimal 
care  ward  was  unexpectedly  inundated  with  individuals  with  supportive  care 
needs,  like  geriatric  patients,  the  debilitated,  the  blind,  and  paraplegics.  Caring 
for  these  patients  called  for  adjustments  in  expectations,  staffing,  and  equipment. 
Weather  was  equally  trying.  Dusty  winds  gusted  constantly.  Oppressive  heat  in- 
tensified the  state  of  affairs.2 

Although  difficulties  arose  in  the  work  setting,  off-duty  living  conditions  were 
correspondingly  annoying.  All  35  officers  and  enlisted  women  assigned  to  the  unit 
were  initially  billeted  in  a cramped  general  purpose  medium  tent  and  subsisted 
on  C-rations  for  the  entire  duration  of  the  mission.3  Creature  comforts  such  as 
personal  space  and  appetizing  meals  certainly  raise  morale,  and  their  absence  has 
an  equal  and  opposite  reaction.  Nonetheless,  conditions  in  the  field  can  hardly  be 
expected  to  approach  the  standard  of  living  enjoyed  at  home. 

Despite  hardships,  there  was  some  good  news.  The  first  maternity  case  at  the 
hospital  produced  a baby  girl  whose  parents  named  Christina.  The  news  media 
highlighted  this  human  interest  story  and  labeled  the  operational  site  “Camp 
Christina,  Fort  Hood,  South.”  Excursions  to  the  nearby  Pacific  coast  beach  for  a 
few  staff  chosen  by  lottery  also  helped  to  boost  spirits.4 

Operational  conditions  experienced  during  the  disaster  relief  operations  in  Ni- 
caragua seemed  to  ignore  the  imperative  for  adequate  preparations  and  provi- 
sions, a lesson  relearned  in  the  mid-1960s  in  Vietnam  and  once  again  promptly 
forgotten.  The  success  achieved  by  the  task  force  deployed  to  Nicaragua  can  be 
attributed  in  large  part  to  the  adaptability  and  field  expedient  skills  of  participat- 
ing Army  nurses  and  other  dedicated  service  members  and  to  the  relatively  brief 
mission,  just  under  two  weeks.  Sad  to  say,  the  Nicaraguan  experience  was  a mi- 
crocosm of  the  shortcomings  of  the  Army  Medical  Department  (AMEDD)  and 
the  Army  in  the  immediate  post- Vietnam  era. 

A few  years  later,  Army  nurses  received  another  call  to  provide  assistance.  In 
the  spring  of  1975  after  the  fall  of  Vietnam,  more  than  100,000  South  Vietnamese 
fled  their  homes  and  lands  in  Southeast  Asia,  attempting  to  escape  the  threat  of 
marauding  North  Vietnamese  Communists.  Forced  to  leave  their  country  with  few 
or  no  possessions,  they  sought  refuge.  In  the  spirit  of  humanitarianism,  the  U.S. 
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Army  nurse  clinician  Captain  Miller  provides  care  for  a newborn  Vietnamese  baby  during  operations 
New  Life  and  New  Arrivals.  An  Army  physician  stabilizes  the  baby’s  head  while  a civilian  nurse 
shares  her  observations. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 

government  aided  them  and  subsequently  initiated  a massive  effort  to  resettle  the 
displaced  Vietnamese.5 

Hence,  in  April  1975,  Operation  New  Life  began.  At  that  time,  the  Depart- 
ment of  Defense  (DoD)  established  refugee  reception  centers  at  Orote  Point  on 
the  island  of  Guam;  at  Fort  Chaffee,  Arkansas;  and  later  at  Fort  Indiantown  Gap, 
Pennsylvania,  all  supported  by  the  Army.  Ultimately,  the  Army  processed  55  per- 
cent of  all  the  refugees  at  the  latter  two  sites.  The  Navy  maintained  a similar  im- 
migrant station  at  Camp  Pendleton,  California;  and  the  Air  Force  was  responsible 
for  another  such  refugee  center  at  Eglin  Air  Force  Base,  Florida.  The  center  on 
Guam  was  the  initial  screening  point  for  all  refugees.  They  then  were  channeled 
to  one  of  the  four  continental  U.S.  sites  for  more  extensive  services.6  Operation 
New  Life  became  Operation  New  Arrivals  on  1 May  1975. 7 

Because  a large  percentage  of  the  boat  people  were  in  poor  health,  with  many 
suffering  from  various  maladies  common  to  developing  countries,  DoD  delegated 
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Army  nurse  clinician  Major  Gurley  holds  a Vietnamese  infant  while  discussing  the  child’s  condition 
with  its  attentive  Vietnamese  parents  during  operations  New  Life  and  New  Arrivals.  An  Army  physi- 
cian listens  to  the  conversation. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


to  HSC  the  responsibility  to  provide  the  refugees  with  certain  health  care  services 
in  the  Army-sponsored  centers.  In  all,  about  97  Army  Nurse  Corps  officers  par- 
ticipated in  the  overall  mission,  with  nine  officers  assigned  to  Guam,  50  to  Fort 
Chaffee,  and  38  to  Fort  Indiantown  Gap.8  Several  nurse  clinicians  (Army  Nurse 
Corps  nurse  practitioners)  participated  in  operations  New  Life  and  New  Arrivals 
and  provided  primary  care  in  the  refugee  camps.  This  was  the  first  instance  where 
the  AMEDD  augmented  field  units  with  advanced  practice  nurses.9 

The  chief  of  the  Army  Nurse  Corps  selected  Lieutenant  Colonel  Jeanne  Hoppe 
to  deploy  from  Hawaii  to  serve  as  the  chief  nurse  of  the  1st  Medical  Group  on 
Guam.  With  the  initial  flood  of  refugees,  Hoppe  was  in  dire  straits  with  too  few 
staff.10  To  augment  the  nursing  staff,  she  asked  the  Red  Cross,  local  hospitals,  and 
the  civilian  population  for  assistance.  Many  volunteers  responded.  As  a result, 
Hoppe  had  two  to  three  additional  nurses  every  day,  including  several  who  were 
formerly  medical  missionary  nurses  in  Vietnam.  Transportation  initially  was  a 


146  A Contemporary  History  of  the  U.S.  Army  Nurse  Corps 


Although  assigned  to  the  702nd  Medical  Clearing  Company  on  Orote  Point,  the  westernmost  point 
on  the  mainland  of  Guam,  Army  Nurse  Corps  officer  Lieutenant  Colonel  Jeanne  Hoppe,  second  from 
right,  pauses  with  three  medical  missionary  nurses.  The  three  had  formerly  served  in  Vietnam.  All  of 
these  nurses  volunteered  to  care  for  refugees  during  operations  New  Life  and  New  Arrivals. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 

problem,  but  one  quickly  resolved  when  the  commander  of  the  1 st  Medical  Group 
made  a vehicle  available,  allowing  Hoppe  to  travel  to  supervise  staff.  Originally, 
everyone  was  working  12-hour  shifts.  But  when  the  flood  of  immigrants  subsided, 
eight-hour  shifts  with  days  off  became  the  routine.  Patient  loads  included  both 
outpatients  and  inpatients,  with  90  percent  of  the  latter  being  pediatric  cases.11 
Hoppe  assigned  the  medical-surgical  nurses  to  clearing  companies  that  treated 

I, 800  ambulatory  patients  per  day  at  the  outset  of  the  deployment  and,  by  June 
1975,  treated  approximately  800  to  900  patients  per  24-hour  period.  Although 
Hoppe  concluded  that  “all  the  nurses  . . . performed  in  an  outstanding  manner,” 
she  expressed  some  dismay  with  the  nurses’  lack  of  preparation  to  function  in  a 
field  setting.12  She  observed  that  “TOE  [Table  of  Organization  and  Equipment] 
training  in  CONUS  ‘is  inadequate’.”13  The  Army  mission  on  Guam  concluded  on 
15  July  1975. 14 

HSC  support  at  Fort  Chaffee  spanned  from  29  April  to  22  December  1975.  In 
all,  50  Army  nurses  served  there  under  chief  nurses  Lieutenant  Colonel  Velma 

J.  Barkley  and  later  Lieutenant  Colonel  Maurine  Hill.15  The  Fort  Chaffee  health 
care  facility,  which  was  vacant  for  nine  years,  was  a wood-frame  World  War  II 
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cantonment  configuration  with  separate  ward  buildings  connected  by  open- sided 
ramps.16  The  structure  had  been  maintained  in  fair  condition  as  a contingency  for 
future  mobilizations,  but  it  initially  required  extensive  cleaning.  Soon  after  the 
buildings  were  occupied,  structural  and  engineering  problems  materialized.17 

When  First  Lieutenant  Stephanie  Velsmid  reported  in  to  the  47th  Field  Hospital, 
which  had  deployed  to  Fort  Chaffee,  and  helped  to  open  the  obstetrics  ward,  she 
spent  the  “first  two  days  . . . cleaning  and  scrubbing  walls  and  floors.”  Then  the 
exposed  plumbing  pipes  and  fixtures  began  to  leak,  and  Velsmid  explained  that 
the  staff  spent  “half  the  time  mopping  up  these  little  puddles.  Last  night  the  ceiling 
pipes  let  loose  and  flooded  the  whole  hallway!”  As  always,  supplies  were  prob- 
lematic. Although  pitocin  was  available,  ergotrate  and  methergine  were  somehow 
unobtainable.  Neither  were  medication  cards  available.  Velsmid  took  to  “tearing 
up  small  pieces  of  paper  to  make  med  cards!”18 
Meanwhile,  operating  room  nurse  Captain  Diane  McDermott  wrote  that  they 
desperately  needed  5 percent  dextrose  in  water  in  liter  bags  for  intravenous  ad- 
ministration. Instead,  they  were  “swamped”  with  saline,  an  unsatisfactory  substi- 
tute. McDermott  vowed  that  “someday,  sometime.  I’ll  look  back  on  this  mission 
and  smile;  but  I think  it  will  be  a long  time  from  now.”19 
On  a more  positive  note,  the  hospital’s  first  delivery  was  a little  girl  weigh- 
ing 7 lbs.  and  1 oz.  on  7 May  1975.  At  the  baby’s  birth,  the  father  emotionally 
exclaimed,  “I  have  lost  all  of  my  possessions  but  now  I have  gained  a new  joy!” 
Velsmid  remarked  that  the  refugees  were  “very  kind  and  grateful  for  every  little 
thing  we  do  for  them.  Their  attitude  ...  is  surprisingly  optimistic  for  people  who 
have  lost  family,  most  of  their  possessions,  and  their  country.”20 
Conditions  in  the  upper  administrative  echelons  were  little  better  than  those  on 
the  ward  level.  As  days  of  little  irritants  passed  into  months  of  ongoing  hassles 
with  no  resolution  on  the  horizon,  compounded  by  the  stress  of  being  away  from 
home  in  a situation  where  everyone  had  to  make  do  with  what  little  was  available, 
conflicts  and  personality  clashes  emerged.  As  late  as  August  1975,  no  one  as- 
signed to  the  47th  Field  Hospital  understood  the  unit’s  mission.  With  no  unifying 
mission  and  no  common  goal,  varied  ends  resulted  in  disparate  means.  The  hospi- 
tal commander  refused  to  allow  Lieutenant  Colonel  Maurine  Hill,  the  47th  Field 
Hospital’s  chief  nurse,  to  comply  with  guidelines  passed  down  from  the  Forces 
Command  chief  nurse.  He  forbade  Hill  to  go  on  consultation  visits  to  community 
health  nurses  in  the  Vietnamese  village  or  to  the  outlying  Vietnamese  dispensa- 
ries. Patient  care  concerns  and  dispositions  were  equally  difficult.  One  patient, 
diagnosis  unknown,  was  hospitalized,  probably  unnecessarily,  for  80  days.  Sev- 
eral malaria  patients  were  hospitalized  for  several  weeks.  A schizophrenic  patient 
regularly  fled  the  ward,  causing  frustration  for  all  concerned.  Several  patients  on 
the  infectious  ward  had  provisional  diagnoses  of  tuberculosis,  a dreaded  disease 
that  few  of  the  younger  nurses  had  previously  encountered.21 

The  challenges  met  by  the  five  Army  Community  Health  Nurses  (ACHNs)  de- 
ployed to  Fort  Chaffee  contributed  significantly  to  the  mission’s  success.  One 
ACHN  supervised  American  Red  Cross  volunteer  nurses  in  the  initial  reception 
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center.  There  both  volunteers  and  ACHNs  dispensed  “advice,  fluids,  infant  needs, 
and  minor  analgesics.”  These  nurses  also  “identified  and  questioned  pregnant 
women,  the  elderly  and  disabled,  and  those  who  appeared  ill.”  In  addition,  the  pre- 
ventive medicine  officer  assigned  one  ACHN  to  each  of  three  cantonment  areas 
where  refugees  were  housed.  These  ACHNs  dealt  with  minor  medical  problems, 
provided  care  for  convalescents  or  those  with  chronic  illnesses,  implemented  case 
findings  by  seeking  those  who  were  ill  but  unable  to  reach  out  for  help,  supported 
epidemiologic  investigations,  and  sponsored  health  education  offerings.  They 
later  organized  and  supervised  minor  illness  clinics  in  each  of  the  three  living 
areas  and  staffed  the  clinics  with  Vietnamese  health  professionals.  The  preven- 
tive medicine  officer  assigned  the  fifth  ACHN  to  the  epidemiology  section.  In 
this  role,  the  ACHN  carried  out  “epidemiologic  surveillance  and  investigations.” 
This  effort  involved  “collecting  and  tabulating  medical  screening,  inpatient,  and 
outpatient  data;  . . . providing  follow-up  for  medical  screening;  . . . conducting 
contact  tracing  and  interviewing;  and  . . . investigating  disease  outbreaks.”  The 
ACHNs’  interventions  yielded  various  positive  outcomes  that  contributed  to  the 
atmosphere  of  welcome,  monitored  sanitary  conditions,  enhanced  refugees’  qual- 
ity of  life,  provided  day-to-day  comforts,  maintained  family  cohesiveness,  and 
prevented  large-scale  morbidity  and  mortality.22  The  ACHNs’  role  was  key  to  the 
mission’s  success. 

In  retrospect,  the  minor,  daily  aggravations  of  deploying  to  the  field  did  not 
eclipse  the  yeoman’s  service  provided  by  those  members  of  the  AMEDD  that  par- 
ticipated in  the  relief  mission  at  Fort  Chaffee.  In  spite  of  daunting  circumstances 
that  persisted  for  90  days  for  many  deployed  personnel,  they  provided  high-quali- 
ty health  care  for  the  36,000-plus  refugees  who  passed  through  the  center.23 

When  the  refugee  center  at  Fort  Chaffee,  Arkansas,  reached  its  capacity  of 

24.000  evacuees,  DoD  had  to  find  an  alternate  site.24  On  22  May  1975,  another 
center  opened  its  doors  at  Fort  Indiantown  Gap,  Pennsylvania,  and  remained  in 
operation  until  15  December  1975.25  Indiantown  Gap  accommodated  more  than 

17.000  refugees  in  World  War  II  era  barracks  painted  white  with  green  trim  and 
situated  on  22,000  acres  of  gravel  and  grass  in  Pennsylvania’s  Blue  Mountains.26 

The  42nd  Field  Hospital  deployed  from  Fort  Knox,  Kentucky,  and  initially  ca- 
tered to  the  health  care  needs  for  the  population  at  Fort  Indiantown  Gap.  Lieuten- 
ant Colonel  Vera  Nolfe  served  as  the  unit’s  chief  nurse.27  The  42nd  Field  Hospital 
settled  into  the  installation’s  cantonment  hospital  building  that  had  been  moth- 
balled since  1953.  Here,  too,  preparations  involved  significant  elbow  grease.  Ma- 
jor Louis  Tardif,  a nurse  anesthetist,  who  deployed  with  the  42nd  Field  Hospital 
from  Walter  Reed  Army  Medical  Center,  remarked  that  the  staff  searched  in  stor- 
age areas  there  and  found  an  operating  room  table  and  cabinets  that  were  “basic, 
operational,  and  simple.”  They  scrubbed  the  table  “down  every  morning,  whether 
we  plan[ned]  on  using  it  or  not.”  As  of  20  June,  the  total  number  of  operative 
cases  included  one  appendectomy  and  several  births.28 

Lieutenant  Colonel  Mary  Dewan  was  an  ACHN  whose  home  unit  also  was 
Walter  Reed  Army  Medical  Center.  On  Mondays,  Wednesdays,  and  Fridays,  De- 
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A group  of  Vietnamese  refugees  carrying  their  few  belongings  enter  their  assigned  living  quarters  at 
Fort  Chaffee  Refugee  Center  in  Arkansas  on  5 June  1975. 

U.S.  Army  photograph  released  by  Department  of  Defense,  Washington,  DC. 


wan  could  be  found  in  one  of  two  tram  te  tuu  dong , or  mobile  health  clinics,  set 
up  in  an  Army  van.  The  “tailgate  medicine”  vans  brought  basic  primary  care  to 
the  refugee  quarters  that  were  located  a few  miles  from  the  hospital.  Through 
the  doors  of  the  vehicle,  staff  distributed  over-the-counter  preparations,  helped 
to  screen  patients  for  common  maladies,  and  set  up  clinic  appointments  for  the 
refugees.29  The  two  mobile  health  clinics  provided  assistance  for  an  average  of 
700  patients  daily.  Fortunately,  Dewan  had  a competent  interpreter  to  facilitate  her 
communications  with  her  clients.  For  the  remaining  two  days  of  the  work  week, 
Dewan  and  her  associate  conducted  home  visits  to  patients  recently  discharged 
from  the  hospital.30 

Forces  Command  and  the  Office  of  the  Surgeon  General  agreed  on  a 90-day 
rotation  policy  for  staff.  However,  the  average  overall  time  spent  by  the  AMEDD 
personnel  on  temporary  duty  at  the  camps  was  71  days.  The  purpose  of  the  ro- 
tation policy  was  to  mitigate  personnel  difficulties  by  replacing  partial  or  total 
units  assigned  to  the  relief  mission.31  Thus,  as  summer  ended,  the  15th  Combat 
Support  Hospital  from  Fort  Belvoir,  Virginia,  replaced  the  42nd  Field  Hospital. 
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The  incoming  unit  subsequently  reduced  itself  to  a 10-bed  holding  facility  and 
operated  a community  medical  center  for  routine  outpatient  obstetrics,  optical, 
and  dental  appointments.  When  a medical  officer  judged  that  a refugee  required 
hospitalization,  an  ambulance  transferred  the  patient  to  nearby  institutions  such 
Hershey  Medical  Center  in  Hershey,  Pennsylvania,  or  other  hospitals  in  nearby 
Baltimore,  Maryland.32  As  the  number  of  expatriates  decreased  and  requirements 
for  care  declined,  the  commander  refused  to  reduce  the  staff  correspondingly, 
perhaps  fearing  that  another  influx  of  immigrants  might  overwhelm  a diminished 
staff.  Although  nursing  administrators  felt  that  the  facility  was  overstaffed,  the 
commander  insisted  on  maintaining  a one-for-one  replacement  system  as  outgo- 
ing staff  returned  to  their  home  units.  With  very  little  to  do,  13  Army  Nurse  Corps 
and  five  Medical  Corps  officers  remained  more  or  less  idle,  a state  of  affairs  that 
seemed  incomprehensible  to  many  in  an  era  when  Army  Nurse  Corps  assets  were 
at  an  all-time  low.33  Nevertheless,  the  15th  Combat  Support  Hospital  stayed  at 
Fort  Indiantown  Gap  until  the  mission  closed  at  the  end  of  calendar  year  1975. 34 

Also  among  the  tribulations  of  Fort  Indiantown  Gap  was  the  emergence  of  a 
large  number  of  cases  of  respiratory  illness.  The  refugees  were  accustomed  to  the 
tropical  climate  of  Southeast  Asia.  With  impaired  immune  systems  plus  the  stress 
of  monumental  change  and  a lifelong  exposure  to  war  and  poverty,  many  suc- 
cumbed to  infectious  diseases,  pneumonias  being  the  most  serious.35 

In  the  final  analysis,  operations  New  Life  and  New  Arrivals  cost  the  AMEDD 
much  but  yielded  great  benefit  in  assisting  a deserving  population  of  displaced 
persons.  On  the  debit  side,  financial  expenditures  for  medical  supplies,  equip- 
ment, and  other  health  care  costs  from  the  massive  humanitarian  enterprise  totaled 
more  than  $2.5  million  in  1975  dollars,  excluding  personnel  costs.36  Effects  felt  in 
selected  HSC  medical  treatment  facilities  as  a consequence  of  the  absent  person- 
nel included  random  increases  in  patient  appointment  waiting  times,  cancelled 
leaves  for  nurses,  consolidated  wards,  and  some  12-hour  duty  shifts  for  person- 
nel. At  Fort  Campbell,  Kentucky,  the  commander  suspended  activities  of  ACHNs 
for  two  weeks.37  The  intangible  emotional  losses  of  those  that  deployed  and  were 
consequently  separated  from  their  loved  ones,  families,  and  friends  must  not  be 
ignored.  These  costs  are  not  easily  quantifiable  but  are  a noteworthy  feature  of 
any  such  mission. 

Overall,  significant  advantage  came  from  the  operation.  The  large-scale  hu- 
manitarian assistance  provided  to  the  great  masses  of  displaced  Vietnamese  refu- 
gees who  were  in  truly  dire  straits  ranks  first.  The  AMEDD  also  learned  valuable 
lessons  about  the  conduct  of  these  missions  that  had  applicability  to  future,  as  yet 
unanticipated,  combat  missions.  Operations  New  Life  and  New  Arrivals  tested 
and  refined  the  AMEDD’s  emergency  operation  plans  and  highlighted  areas  of 
readiness  that  clearly  needed  improvement.38  Many  of  those  mobilized,  for  in- 
stance, were  not  Process  for  Overseas  Rotation  qualified.  Furthermore,  most  of 
the  senior  Army  nurses  lacked  the  lightweight  summer  fatigue  uniform.  Many 
could  not  obtain  these  uniforms  at  their  home  stations,  in  which  case  the  Academy 
of  Health  Sciences  issued  the  uniforms  to  the  senior  officers.39  Finally,  participa- 
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tion  in  this  disaster  relief  situation  undoubtedly  paid  substantial  dividends  “in  the 
peacetime  mission  of  patient  care  through  deepened  and  improved  competencies 
in  nursing  practice.”40 

In  a related  effort,  AMEDD  personnel  cared  for  hundreds  of  Southeast  Asian 
orphan  babies  at  various  HSC  installations  in  April  1975.  Referred  to  as  Operation 
Baby  lift,  the  humanitarian  relief  mission  involved  the  air  evacuation  of  children, 
mostly  orphans,  from  Indochina  after  the  collapse  of  the  South  Vietnamese  gov- 
ernment. The  state  department,  DoD,  and  various  volunteer  American  relief  agen- 
cies collaborated  to  place  these  children  with  adoptive  families  within  the  United 
States.  Along  the  way,  nurses  and  other  personnel  at  military  treatment  facilities 
cared  for  the  infants,  many  of  whom  were  suffering  from  a variety  of  illnesses, 
such  as  conjunctivitis,  otitis  media,  skin  diseases,  chicken  pox,  malnutrition,  de- 
hydration, upper  respiratory  infections,  and  pneumonia.  AMEDD  personnel  at 
Tripler  Army  Medical  Center,  Letterman  Army  Medical  Center,  Madigan  Army 
Medical  Center,  Fitzsimons  Army  Medical  Center,  and  Fort  Benning,  Georgia, 
cared  for  the  children  both  in  hospital  settings  and  in  centers  outside  hospitals 
specifically  set  up  to  house  the  evacuees.41 

Tragically,  one  of  the  Air  Force  air  evacuation  flights  that  transported  the  Viet- 
namese babies  crashed  when  taking  off  from  Ton  Son  Nhut  Airbase  in  Vietnam 
in  April  1975.  Many  of  the  orphans  and  two  of  the  medical  crew  died  in  the  ac- 
cident. One  of  those  who  perished  in  the  line  of  duty  was  an  Air  Force  flight  nurse, 
Captain  Mary  T.  Klinker.  Operation  Babylift  concluded  on  6 May  1975. 42  The 
short-term  venture  was  but  one  of  many  contributions  made  by  military  nurses  in 
the  name  of  good  will  and  humanitarianism. 

In  this  same  period,  the  AMEDD  once  again  answered  the  call  to  provide  hu- 
manitarian relief  assistance  to  earthquake  victims,  this  time  in  Guatemala.  On  4 
February  1976,  a massive  earthquake  measuring  7.5  on  the  Richter  scale  struck; 
its  epicenter  was  approximately  38  miles  east  of  Guatemala  City.  The  state  depart- 
ment originated  the  request  for  foreign  medical  assistance,  and  Forces  Command, 
HSC,  and  the  Office  of  The  Surgeon  General  coordinated  the  type  of  support  to 
deploy.  They  opted  for  the  100-bed  47th  Field  Hospital  from  Fort  Sill,  Oklahoma, 
as  a suitable  unit  to  participate  in  the  mission,  perhaps  because  the  47th  Field 
Hospital  had  a considerable  amount  of  recent  field  experience.  Six  months  before 
the  Guatemalan  disaster,  the  47th  Field  Hospital  had  spent  four  months  (from 
April  to  August  1975)  at  Fort  Chaffee  providing  health  care  for  the  Southeast 
Asian  refugees.  When  the  earthquake  struck,  the  47th  Field  Hospital  was  conduct- 
ing a field  exercise.  HSC  immediately  put  personnel  on  alert,  and  they  mobilized 
quickly.  An  advance  team  flew  without  delay  to  Guatemala  and  selected  the  hos- 
pital site  on  a picnic  grove  at  the  edge  of  a mountain  lake  near  Chimaltenango, 
a small  Indian  village  3 1 miles  southwest  of  Guatemala  City.  The  main  echelon 
followed  straightaway,  and  the  47th  began  operations  on  the  evening  of  6 Febru- 
ary 1976. 43 

Most  of  the  26  Army  Nurse  Corps  officers  who  joined  the  unit  came  from  the 
Fort  Sill,  Oklahoma,  Medical  Department  Activity.  However,  HSC  pulled  others, 
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In  this  photo,  Captain  Margaret  Kulm  lends  a hand  with  a native  patient  who  sustained  crushing  inju- 
ries during  the  Guatemala  earthquake  of  February  1976.  Although  she  was  head  nurse  of  the  47th  Field 
Hospital’s  pediatric  ward,  Kulm  and  all  the  multitalented  Army  Nurse  Corps  officers  who  deployed  to 
Guatemala  assisted  and  provided  care  wherever  help  was  needed. 

Photo  courtesy  of  Colonel  Peggy  Jane  Newman,  Great  Falls,  VA. 


including  the  chief  nurse,  from  units  at  Fort  Sam  Houston,  Texas.44  Among  the 
nursing  personnel  who  deployed  to  Guatemala  were  two  ACHNs  who  worked 
with  the  preventive  medicine  staff  and  three  nurse  clinicians  (practitioners).  Two 
of  the  three  clinicians,  prepared  as  adult  ambulatory  care  specialists,  functioned 
in  the  dispensary  and  were  deemed  “extremely  effective.”  Little  demand  existed 
for  the  services  of  the  third,  an  obstetrics/gynecology  clinician,  so  she  worked  as 
a staff  nurse  on  the  obstetrics/pediatric  ward.45 

The  majority  of  casualties  cared  for  at  the  tent  hospital  had  suffered  orthope- 
dic injuries.  About  30  percent  of  those  treated  carried  a diagnosis  of  a fractured 
pelvis.46  Other  cases  involved  various  crushing  injuries,  other  fractures,  and  lac- 
erations.47 A number  of  babies,  including  a set  of  twins,  also  were  delivered  at  the 
hospital.48  Captain  Margaret  Kulm,  head  nurse  on  the  pediatric  ward,  noted  that  a 
few  of  the  newborns  were  premature,  but  all  of  the  infants  thrived.  The  older  chil- 
dren on  the  pediatric  ward  bore  emotional  as  well  as  physical  wounds  and  would 
“often  wake  screaming  from  nightmares.”  Frequent  aftershocks  also  distressed 
the  smaller  tots.49  Reassurance  and  comfort  played  a large  part  in  the  treatment 
regimen  of  these  patients. 
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This  Guatemalan  couple  share  a quiet  moment  immediately  after  birth  of  their  twins  at  the  47th  Field 
Hospital  during  the  Guatemalan  earthquake  of  February  1976.  Staff  observed  that  the  period  of  labor 
was  quite  precarious  with  the  new  mother  lying  on  a flimsy  field  bed.  The  sparsely  equipped  hospital 
also  had  only  one  isolette,  so  both  newborns  closely  shared  their  first  external  accommodation. 

Photo  courtesy  of  Colonel  Peggy  Jane  Newman,  Great  Falls,  VA. 

A number  of  operational  snags  emerged  during  the  mission.  Supply  deficits 
were  again  a major  concern.  Much  needed  items  that  were  in  insufficient  quantity 
or  nonexistent  included  plaster,  Ace  bandages,  slings,  x-ray  film,  pediatric  anes- 
thesia equipment,  surgical  instruments,  gloves,  suture,  urinary  drainage  systems, 
chest  tubes,  intravenous  fluids,  needles,  administration  sets,  and  replacement  light 
bulbs. 

The  unexpected  cool  weather  precipitated  other  difficulties.  Before  deploy- 
ment, the  unit  failed  to  issue  any  TA-50  equipment,  and  thus  members  of  the 
47th  were  not  protected  from  the  elements.50  Captain  Sandra  Hamper  recalled  that 
no  one  had  anticipated  cool  weather,  with  nights  as  low  as  28°  F and  afternoons 
lower  than  70°  F,  and  many  were  uncomfortably  cold.51 

Public  relations  was  among  the  many  frustrating  issues  that  surfaced  with  this 
mission.  The  chief  nurse,  Lieutenant  Colonel  Marbeth  Michael,  perceived  a need 
for  a public  information  officer  in  future  deployments  because  many  individuals 
wanting  to  explore  the  hospital  appeared  on  the  scene  “and  occasionally  they  were 
disrespectful.”52  The  commander  added  that  these  individuals  were  major  irritants. 
They  were  the  “curiosity-seekers  and  reporters  . . . and  Americans  who  tum[ed] 
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up  and  demand[ed]  to  be  fed  because  they  are  taxpayers.”  The  commander  made 
it  a policy  to  furnish  meals  for  “only  those  volunteers  who  work[ed]  alongside  his 
men  and  women,  such  as  two  medical  students  and  a Guatemalan  woman  who 
[was]  a trained  nurse.”53 

Cultural  differences  and  communication  problems  also  emerged.  A throng  of 
family  members  wishing  to  visit  hospitalized  victims  caused  substantial  strife  and 
misunderstanding.  To  deal  with  the  crowds,  hospital  authorities  asked  Guatema- 
lan soldiers  to  restrict  entry  into  the  hospital  compound,  an  action  that  “seemed 
absurd  to  local  peasants.”  An  American  physician  who  had  resided  and  practiced 
among  the  Indians  in  the  neighboring  villages  for  14  years  disclosed  the  natives’ 
view  of  the  American  presence.  He  explained  that  a number  of  families  wished 
“to  take  their  relatives  out  of  the  Army  hospital  because  ...  the  Americans  don’t 
speak  their  language,  don’t  understand  them  and  never  explain  anything.”  This 
expatriate  American  physician  allowed  that  the  47th  Field  Hospital  “was  ‘do- 
ing a good  job’  and  ‘keeping  a low  profile’.”  Notwithstanding,  he  concluded  that 
the  Army  “practiced  a medicine  unadapted  to  the  customs  and  lives  of  the  peo- 
ple it  served.”  Other  observers  summarized  their  viewpoints  by  stating  that  the 
American  contributions  to  the  relief  effort  were  “overstaffed,  overorganized,  and 
slow.”54 

A total  of  69  officers  and  enlisted  medics  from  19  HSC  organizations  deployed 
to  Guatemala  and  provided  disaster  relief.55  The  47th  Field  Hospital  spent  a total 
of  12  days  in  Guatemala  and  cared  for  about  700  patients,  most  of  whom  were 
treated  on  an  outpatient  basis.56  Like  all  relief  missions,  it  too  was  an  amalgam  of 
unfortunate  and  worthwhile  components. 

Although  the  humanitarian  assistance  operations  of  the  1970s  seemed  to  be 
plagued  by  difficulties,  they  were— in  the  final  accounting— significantly  con- 
structive. Not  only  did  the  mission  provide  “succor  [to]  countless  victims  of  na- 
ture’s wrath  who  might  not  otherwise  have  received  help,”  but  they  also  were  a 
source  of  growth  and  development  for  the  AMEDD  institution  and  fulfillment 
for  those  who  personally  furnished  the  relief.  Army  historian  Gaines  M.  Foster 
concluded: 

Civilian  emergencies  provided  more  realistic  experience  in  the  care  of  mass  casualties  than  most 
training  exercises,  and  participating  units  learned  a great  deal  about  operating  in  an  environment  that 
resembled  combat.  Moreover,  the  personnel  felt  a sense  of  accomplishment  that  came  from  helping 
people  in  need  and  using  the  skills  they  had  worked  to  develop.  Successful  disaster  relief  missions,  in 
sum,  improved  technical  skills  while  they  increased  morale  and  esprit.  They  thereby  strengthened  the 
Army  Medical  Department  as  well  as  aided  civilians.57 

The  Military  Training  Team  (MTT)  effort  that  involved  sending  two  Army 
Nurse  Corps  officers  to  Jordan  was  another  type  of  foreign  assistance.  The  Jorda- 
nian government  and  the  AMEDD  jointly  conceived  and  implemented  the  MTT 
to  educate  approximately  40  senior  Royal  Jordanian  Medical  Corps  nurses  in  the 
current  trends  in  “nursing  administration,  methods  of  instruction  and  hospital 
management  and  operation.”  The  goal  of  the  MTT  was  “to  provide  the  Jordanian 
nurses  with  enough  ‘know-how’  so  they  [could]  form  their  own  cadre  of  teachers” 
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Two  non-English  speaking  members  of  the  Guatemalan  protective  forces  flank  Army  Nurse  Corps 
officers  Major  Nancy  Nooney,  left,  and  Captain  Peggy  Jane  Newman,  right,  on  the  picnic  grounds 
where  the  47th  Field  Hospital  erected  its  tents  near  Chimaltenango,  Guatemala,  after  the  February 
1976  earthquake.  The  local  militia  guarded  the  hospital  compound. 

Photo  courtesy  of  Colonel  Peggy  Jane  Newman,  Great  Falls,  VA. 


to  pass  on  their  acquired  knowledge  and  skills.58 

The  Army  Nurse  Corps  selected  two  officers,  Colonel  Marian  C.  Barbieri  and 
Major  Mary  Lou  Spine,  to  participate  because  of  their  extensive  backgrounds  in 
the  education  of  military  nurses.59  They  departed  from  their  respective  home  sta- 
tions, Fort  Dix,  New  Jersey,  and  Letterman  Army  Medical  Center,  California,  on 
14  November  1976  for  orientation  at  HSC,  Fort  Sam  Houston,  Texas,  from  15  to 
19  November  1976.60  Then  they  went  to  Jordan,  arriving  in  Amman  on  21  No- 
vember 1976. 61  The  two  settled  into  their  lodging,  a spacious  but  no-frills  second- 
floor  flat,  and  began  their  work  as  expeditiously  as  possible.62 

Barbieri  and  Spine  spent  an  initial  assessment  period  observing  at  the  Princess 
Muna  College  of  Nursing  (a  three-year  diploma  program  and  an  18-month  practi- 
cal nurse  course),  at  the  King  Hussein  Medical  Center,  at  the  1st  and  2nd  Field 
Hospitals,  and  at  the  Amman  Military  Hospital.  After  the  initial  assessment  pro- 
cess, the  two  U.S.  Army  nurses  presented  several  iterations  of  a two-day  lecture 
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series  on  the  basics  of  nursing  administration  and  principles  of  teaching.  This 
didactic  program  was  followed  by  a practicum  geared  to  the  individual  needs  of 
the  particular  faculty  and  staff  members.63  By  February  1977,  the  two  made  other 
significant  contributions,  such  as  assisting  the  Jordanians  to  write  job  descriptions 
and  administrative  procedures  and  helping  their  hosts  to  restructure  the  existing 
nursing  department.  They  also  were  setting  up  a staff  development  program  and 
helping  the  college  faculty  to  implement  a new  curriculum.64  As  of  March  1977, 
Barbieri  and  Spine  had  prepared  suggestions  for  the  professional  development  of 
members  of  the  Royal  Jordanian  Nurse  Corps.  These  recommendations  included 
tentative  plans  for  Jordanian  Army  nurses  to  participate  in  observer  training  pro- 
grams with  selected  counterparts  in  the  U.S.  Army  Nurse  Corps  and  in  educa- 
tional offerings  such  as  the  operating  room,  intensive  care,  and  nurse  clinician 
courses  sponsored  within  the  United  States  by  the  U.S.  Army  Nurse  Corps.65  By 
the  midpoint  of  the  six-month  temporary  duty,  Barbieri  noted  that  the  “feedback 
we  do  receive  is  our  best  reward  and  serves  as  an  incentive  to  plug  ahead.  Our 
hope  is  to  build  a bit  of  self-confidence  for  . . . our  counterparts.  . . . We  hope  to 
encourage  self-reliance.”66  In  April  1977,  the  pair  “oriented  the  staff  of  one  of  the 
Field  Hospitals  to  the  intricacies  of  process  audit.”  They  noted  that  they  “would 
have  preferred  to  do  [a]  retrospective  audit  but  discovered  nursing  notes,  if  they 
exist,  are  not  made  a permanent  part  of  the  chart.”67  One  of  the  team’s  final  efforts 
was  to  promote  and  set  up  a supervisory  level  of  employees  in  the  King  Hussein 
Medical  Center  hierarchy  between  the  matron  and  the  head  nurses  to  improve 
supervision  and  coordination  in  the  large,  widely  dispersed  facility.  Many  of  the 
staff  were  unwilling  to  accept  this  change.  One  new  supervisor  was  markedly 
unenthusiastic  because  she  feared  “that  if  the  need  arose  for  her  to  correct”  one 
of  her  assigned  head  nurses,  “the  disciplined  person  would  complain  to  the  su- 
pervisor’s mother.”  At  first  the  American  nurses  could  not  fathom  this  Jordanian 
nurse’s  way  of  thinking.  However,  the  supervisor’s  concern  was  sincere.  “In  the 
light  of  the  very  strong  family  influences  that  prevail [ed]  in  this  culture,”  Barbieri 
and  Spine  realized  that  the  new  supervisor’s  apprehension  about  the  “possibility 
of  someone  tattling  on  her  to  her  mother”  was  indeed  a terrifying  prospect.68  The 
pair  ironed  out  many  similar  cultural  wrinkles  while  they  were  in  the  Hashemite 
Kingdom  of  Jordan. 

The  two  Army  Nurse  Corps  officers’  copious  correspondence  shows  that  their 
days  were  saturated  not  only  with  professional  activities,  educational  offerings, 
and  consultation,  but  also  with  various  social  events  and  extensive  sightsee- 
ing. Local  Jordanians,  the  embassy  staff,  and  other  American  military  families 
assigned  to  Jordan  entertained  Barbieri  and  Spine  in  a series  of  dinners,  teas, 
receptions,  and  parties.  They  attended  the  Royal  Jordanian  Military  Academy’s 
commencement  ceremony  and  shopped  in  bazaars  and  souks,  finding  a variety 
of  native  arts  and  crafts.  They  also  visited  the  ruins  of  a first-century  city  called 
Jerash,  picnicked  on  the  edge  of  the  Dead  Sea  in  view  of  the  city  of  Jericho  and 
the  Mount  of  Olives,  and  visited  Damascus  and  bought  tablecloths.  Barbieri  and 
Spine  realized  a special  dream  when  they  toured  Egypt  and  the  Holy  Land  in 
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April.  In  their  last  days  in  Jordan,  they  spent  some  time  with  Bedouin  families  in 
their  desert  tents  “to  assess  health  needs  of  the  nomadic  tent  dwellers.”  In  Febru- 
ary 1977,  Spine  was  promoted  to  lieutenant  colonel.  The  Americans  arranged  for 
the  promotion  ceremony  to  take  place  in  the  Princess  Muna  College  of  Nursing 
with  Jordanian  Army  dignitaries,  college  staff  and  students,  and  U.S.  military  at- 
taches from  the  embassy  in  attendance.  Barbieri  and  the  chief  of  the  Royal  Jor- 
danian Nurse  Corps  pinned  the  silver  leaves  on  Spine’s  uniform.  A reception  that 
followed  featured  “tea  and  sweets.”69  Barbieri  and  Spine  took  advantage  of  many 
opportunities  while  serving  in  the  Middle  East,  and  they  lived  every  minute  of 
their  six-month  temporary  duty  in  Jordan  to  the  fullest. 

The  duo  wrote  in  their  final  communique  that  they  were  beset  “with  ambivalent 
feelings.”  They  explained  that  although  they  were 

. . . pleased  to  be  returning  to  our  family  and  friends  on  US  soil,  we  were  saddened  to  leave  behind 
our  foster  family  and  newly  acquired  friends  on  desert  sands.  In  six  months  we  became  very  close 
with  the  Jordanians  with  whom  we  worked  and  felt  that  we  had  just  reached  an  optimum  level  of  pro- 
ductivity where  concepts  and  ideas  were  beginning  to  be  transferred  into  action.  This  phase  is  always 
the  most  satisfying  but  leave  it  we  must  with  hopes  that  the  seeds  we  planted  take  hold  and  continue 
to  grow.70 

Six  years  later,  the  Army  Nurse  Corps  provided  additional  support  to  the  Jorda- 
nian Army.  From  12  February  to  12  March  1983,  Major  Annette  R.  Aitcheson,  an 
Army  nurse  from  the  U.S.  Army  Institute  of  Surgical  Research  at  Brooke  Army 
Medical  Center,  Texas,  advised  the  staff  of  the  Jordanian  Army  Bum  Treatment 
Centre.  While  in  Amman,  Jordan,  Aitcheson  presented  lectures  to  Jordanian  phy- 
sicians and  nurses  on  various  aspects  of  care  for  “the  thermally  injured  patient”; 
demonstrated  specialized  equipment  such  as  the  Laminar  Flow  Isolator,  the  Clini- 
tron  Air  Fluidized  Bed,  and  the  I VAC  infusion  pump;  and  helped  the  nurses  to 
develop  policies  and  job  descriptions.  However,  one  of  the  greatest  challenges  for 
the  mission  arose  from  the  fact  that  the  Jordanian  Army  Bum  Treatment  Centre 
was  not  yet  operational.  Without  actual  bum  patients,  “the  clinical  application  of 
the  didactic  and  theoretical  data”  was  impossible.71 

Professional  and  cultural  conditions  Aitcheson  encountered  in  Jordan  were 
marked  by  vivid  contrasts.  On  the  one  hand,  some  of  the  physical  facilities  were 
state  of  the  art.  The  Queen  Alia  Heart  Centre,  for  instance,  was  “one  of  the  best 
equipped  and  clean”  institutions  that  Aitcheson  had  ever  seen.72  Also,  the  Jorda- 
nians billeted  Aitcheson  at  a four-star  hotel,  a first-rate  establishment  that  served 
gourmet  meals,  and  provided  her  with  transportation  and  “afforded  [her]  every 
possible  courtesy  and  respect.”  On  the  other  hand,  there  was  a complete  “ab- 
sence of  Standards  of  Nursing  Practice.”73  Additionally,  nursing  documentation 
was  sparse  to  nonexistent,  and  nursing  care  plans  were  not  used  at  all.74  When  a 
protracted  snowfall  happened  during  Aitcheson’s  visit,  employees  failed  to  report 
to  work  and  staffing  levels  were  inadequate.  Those  nurses  already  on  duty  were 
forced  to  work  “two  to  three  additional  shifts”  to  maintain  coverage.75 

At  the  conclusion  of  her  visit,  Aitcheson  made  several  recommendations.  She 
proposed  appropriate  staffing  levels,  training,  supplies,  and  equipment  necessary 
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for  quality  care  in  the  Jordanian  Army  Bum  Treatment  Centre.  She  suggested  that 
several  Jordanian  Army  nurses  spend  three  months  at  the  U.S.  Army  Institute  of 
Surgical  Research  to  learn  necessary  skills  for  caring  for  critically  burned  pa- 
tients. Finally,  Aitcheson  advised  that  a MTT  consisting  of  a bum  nurse  adminis- 
trator, a critical  care  staff  nurse,  and  9 1C  licensed  practical  nurse  revisit  Jordan  in 
the  future  to  evaluate  the  “prior  training”  and  build  on  these  previous  educational 
efforts.76 

One  year  later,  a team  consisting  of  Aitcheson,  Major  Kathryn  Robertson,  and 
Staff  Sergeant  Joe  Constantine  returned  to  Jordan  and  discovered  numerous  im- 
provements in  practice,  such  as  the  use  of  standard  nursing  care  plans  and  evi- 
dence of  better  nursing  documentation,  both  of  which  bore  witness  to  the  moti- 
vation and  diligence  of  the  Jordanian  nurses.  However,  Aitcheson  noted  that  “if 
the  nurses  write  too  much  [on  their  nursing  notes]  then  the  Records  Department 
complains  and  the  chart  must  be  thinned  out  (permanently).” 

Overall  objectives  for  this  1984  mission  included  striving  to  improve  the  qual- 
ity of  nurses  notes,  changing  “the  nurses’  attitude  of  patient  care  from  a task  . . . 
to  an  holistic  orientation,”  implementing  a “multidisciplinary  approach  to  bum 
care”  involving  physical  therapy  and  social  work  in  the  patient  care  effort,  and 
developing  “a  diet  that  will  meet  the  increased  nutritional  demands  of  the  bum  in- 
jured patient.”  However,  some  disappointment  inevitably  accompanied  progress. 
Aitcheson  wrote: 

Everyday  when  we  think  we  have  a good  grasp  of  the  situation,  the  realities  of  the  culture  and  the 
economic  conditions  rocks  us  on  our  heels.  Today  we  had  to  sit  down,  again,  and  decide  what  it  is  we 
can  and  cannot  change.77 

The  trio  of  U.S.  Army  visitors  managed  some  diversion  and  rest  with  a trip  to 
Azrat,  an  oasis  in  the  nearby  desert,  but  even  that  adventure  was  rife  with  chal- 
lenges. They  attempted  to  camp  out  with  a Jordanian  nurse  on  a cold  30°  F night. 
Aitcheson  revealed  that  “like  true  soldiers  we  tried  to  brave  the  freezing  tempera- 
ture and  howling  winds  as  we  huddled  around  the  barbecue  grill  ...  in  two  and 
three  blankets.”  Eventually,  however,  they  “packed  up  and  spent  the  night  in  the 
rest  house.”  In  the  morning,  the  band  of  intrepid  campers  awoke  to  a desert  dust 
storm.  Aitcheson  philosophically  remarked  “so  much  for  our  first  adventure.”78 

Several  years  later  Aitcheson  articulated  her  guiding  philosophy,  writing: 


As  nurses,  we  each  have  a responsibility  to  assist  in  the  growth  of  nursing  throughout  the  world. 
Nurses  in  the  United  States  can  participate  in  developing  nursing  colleagues  in  third  world  nations. 
It  is  only  through  consistent  and  knowledgeable  practices  throughout  the  world  that  nursing  will  be 
recognized  as  the  sole  authority  on  nursing  care.79 

Although  challenges  were  many  and  progress  was  slow,  long-term  gains  were 
significant.  Much  credit  can  be  attributed  to  the  optimism  of  those  altruistic  Army 
Nurse  Corps  officers  who  traveled  to  Jordan  and  shared  their  knowledge  and  ex- 
pertise in  spite  of  attendant  hardships.  Moreover,  the  Jordanian  nurses’  willing- 
ness to  internalize  the  proffered  advice  and  their  enthusiastic  efforts  to  improve 
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their  professional  practice  were  laudable.  Few,  if  any,  other  allied  military  nurses 
were  eager  to  endure  the  trauma  inherent  in  the  professional  growth  process. 

No  Army  Nurse  Corps  officers  participated  in  combat  operations  during  the  im- 
mediate post-Vietnam  War  era.  At  that  time,  the  prevailing  state  of  affairs  dictated 
that  deployments  not  exceed  the  boundaries  that  defined  the  term  ‘operations  oth- 
er than  war.’  However,  the  more  or  less  peaceful  operations  that  occurred  at  that 
juncture  exhibited  many  telling  attributes.  For  example,  the  readiness  planning 
that  occurred  before  the  deployments  in  the  1970s  was  nominal  and  lacking  in  re- 
finements. The  deficient  levels  of  readiness  were  similar  to  those  that  existed  just 
before  the  onset  and  during  the  early  days  of  Vietnam  and  other  prior  wars.  Army 
nurses  coped  with  the  deficits  that  were  one  consequence  of  meager  planning  by 
functioning  with  ingenuity  and  implementing  field  expedient  strategies.  In  the 
final  analysis,  the  missions  of  that  time  generally  were  successful,  furnishing  the 
required  amenities  and  assistance  to  the  populations  they  served.  The  deploy- 
ments also  profited  those  who  provided  the  support  and  the  Army  organization  as 
a whole  by  supplying  very  useful,  practical  field  experience.  Finally,  the  deploy- 
ments triggered  essential  development  and  underscored  the  imperative  to  improve 
readiness  planning  on  a regular  basis.  Readiness  planning  as  an  ongoing  process 
would  be  acknowledged  as  a prime  necessity  in  the  years  to  come. 
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Chapter  Eight 

New  Leadership  and  Expanding  Horizons 


Having  navigated  the  troubled  waters  of  the  1970s  with  fair  success,  the 
Army  Nurse  Corps  entered  into  an  even  more  complex  decade  in  the 
1980s  as  it  dealt  with  both  traditional  and  unprecedented  issues  of  equal 
intensity.  A blend  of  new  and  familiar  perplexities  also  confronted  the  Army  and 
the  Army  Medical  Department  (AMEDD). 

The  1980s  was  a time  of  difficult  transitions.  Most  of  the  evolving  issues  had 
their  roots  in  the  1970s  and  amplified  with  the  new  decade.  The  shortage  of  nurses 
was  the  most  obvious  challenge,  but  improving  quality  of  care  and  readiness  also 
consumed  much  time  and  energy.  Army  Nurse  Corps  leaders  were  creative  and 
innovative  when  dealing  with  these  dilemmas. 

At  the  same  time  that  the  Army  Nurse  Corps  was  coping  with  these  demands, 
it  also  was  slowly  expanding  its  practice  frontiers.  Increasing  numbers  of  Army 
nurses  were  accepting  nontraditional  assignments  and  pushing  back  long-es- 
tablished boundaries.  They  were  bellwethers  of  the  paradigm  shift  from  strictly 
traditional  roles  to  unprecedented  command  positions  for  Army  nurses.  From 
the  Cuban  Relief  Mission  reminiscent  of  1970s  field  missions,  to  the  checkered 
campaign  of  Operation  Urgent  Fury,  to  the  more  streamlined  execution  of  Op- 
eration Just  Cause,  the  AMEDD  and  the  Army  Nurse  Corps  advanced  out  of  the 
post-Vietnam  War  doldrums  into  the  era  of  the  all-volunteer  army.  The  1980s 
represented  sweeping  change,  reform,  and  modernization  for  the  U.S.  Army.  Con- 
versely, growth  in  numbers  of  women  in  the  active  Army  slowed  in  relation  to  the 
prior  decade.1 

A total  of  12,542  female  officers  and  soldiers  served  in  the  active  force  during 
fiscal  year  (FY)  I960.2  Ten  years  later,  during  FY  1970,  the  numbers  remained 
constant,  with  12,500  women  in  active  service.3  Across  the  1970s,  however,  a 
large  number  of  women  joined  the  Army  and,  by  FY  1980,  the  Army  counted 
68,966  officer  and  enlisted  women  in  its  ranks.4  After  the  1980s,  a decade  of 
comparatively  minimal  growth  for  the  Army,  some  83,600  women  were  on  ac- 
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tive  duty,  as  of  FY  1989. 5 Feminist  scholars  specializing  in  military  women’s  is- 
sues posit  that  the  senior  Army  and  Air  Force  hierarchy  encouraged  the  Reagan 
administration  early  in  1981  to  put  a damper  on  the  numbers  of  women  in  military, 
who  they  believed  hindered  military  efficiency.  This  movement  became  known  as 
“womanpause.”6  The  entry  of  large  numbers  of  women  soldiers  into  the  Army  was 
not  issue-free.  Fierce  debate  over  topics  such  as  degraded  unit  readiness  because  of 
pregnancies,  women’s  failure  to  complete  their  enlistments,  and  a lack  of  physical 
endurance  and  upper  extremity  strength  led  to  the  formation  of  a Policy  Review 
Group  on  Women  in  the  Army  in  April  1981 J In  November  1982  this  task  force  rec- 
ommended that  enlisted  women  be  restricted  to  service  in  93  percent  of  all  enlisted 
military  occupational  specialties  (MOSs),  basing  the  decisions  on  the  Direct  Com- 
bat Probability  Coding  system.  To  set  up  this  system,  a team  scrutinized  and  graded 
each  MOS  on  a scale  of  PI  to  P7,  with  PI  indicating  the  greatest  probability  of  in- 
volvement in  direct  combat.8  The  Army  banned  female  soldiers  from  any  MOS  that 
fell  into  the  category  of  PI , essentially  the  combat  arms,  which  also  offered  career 
soldiers  the  best  opportunities  for  promotion,  command,  and  awards.  Controversy 
and  challenges  led  to  minor  modifications  to  the  Direct  Combat  Probability  Coding 
rating  system  in  the  following  years.9  The  changes,  interestingly  enough,  did  not 
liberalize  standards,  perhaps  because  a mostly  male  backlash  followed  the  large- 
scale  introduction  of  women  into  the  military.10  The  reaction  may  also  have  repre- 
sented another  illustration  of  womenpause.  By  1989,  Army  enlisted  women  were 
eligible  for  only  86  percent  of  MOSs,  although  the  Army  deemed  female  officers 
eligible  for  95  percent  of  all  officer  specialties.  Women  could  also  qualify  for  91 
percent  of  all  warrant  officer  roles.  The  Army’s  official  attitude  was  that  the  Direct 
Combat  Probability  Coding  system  reflected  the  implied  intent  of  the  Congress.11 
This  meant  Army  policy,  not  congressional  legislation,  dictated  the  service’s  utili- 
zation of  women.  The  Navy,  however,  relied  on  statutes,  not  policy,  to  prohibit  the 
permanent  service  of  Navy  women  on  combat  ships  and  aircraft.  Similar  restrictions 
applied  to  women  serving  in  the  Marine  Corps.  Legislation  likewise  proscribed  Air 
Force  women’s  presence  on  combat  aircraft.  However,  the  law  exempted  Air  Force 
women  in  the  medical  professions  and  the  chaplaincy  from  the  prohibition.  Of  all 
the  uniformed  services,  women  in  the  Coast  Guard  enjoyed  the  greatest  latitude. 
They  had  no  restrictions  or  embargoes  imposed.  Every  role  in  that  service  was  open 
to  women.12  Perhaps  this  liberal  stance  could  be  traced  to  the  fact  that  the  Coast 
Guard  was  a small  service,  not  an  element  of  the  Department  of  Defense,  but  under 
the  Treasury  Department,  and  not  in  the  front  line  of  combat. 

The  greater  presence  of  women  in  the  Army  had  a variety  of  effects  on  the 
daily  concerns  of  the  Army  Nurse  Corps.  In  many  cases,  more  females  in  the 
Army  meant  better  overall  treatment  for  women  in  general  and  for  the  women  in 
the  Army  Nurse  Corps  in  particular.  Moreover,  with  many  more  women  service 
members  as  patients,  it  also  added  a new  dimension  to  health  care  that  often  tran- 
scended gender  and  affected  the  nature  of  the  health  service  support  provided  by 
Army  Nurse  Corps  officers.13 

Although  old-school  traditionalists  decried  the  greater  inclusion  of  women  into 
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the  Army  organization,  they  simultaneously  applauded  the  adoption  of  a new  phi- 
losophy, the  Army  of  Excellence.  The  Army  as  an  institution  became  committed 
to  turn  the  so-called  Army  of  Excellence  into  a reality  to  confront  “a  powerful  and 
dangerous  Soviet  adversary,  a global  defense  mission,  an  ongoing  major  cycle 
of  weapon  modernization,  and  an  inflexibly  capped  Army  end  strength  too  small 
for  the  force  needed.”14  Meanwhile,  defense  funding  was  increased  to  modernize 
the  force  with  the  Abrams  tank,  the  Patriot  Missile  system,  the  Bradley  fight- 
ing vehicle,  the  Apache  helicopter,  and  the  Multiple  Launch  Rocket  System— the 
“Big  Five.”  The  Army  also  invested  significant  money  and  energy  into  enhancing 
quality  of  life  by  promoting  equality  of  opportunity,  preventing  substance  abuse, 
and  bolstering  a number  of  morale  and  welfare  projects.  These  efforts  restored 
“confidence,  self-esteem,  and  a strong  sense  of  professionalism  within  the  Army 
that  did  much  to  erase  the  Army’s  tarnished  image  of  a decade  earlier.”15  The  cre- 
scendo of  modernization  climaxed  with  the  fall  of  the  Berlin  Wall  in  1989  and  the 
subsequent  dissolution  of  the  Soviet  Union.16 

In  synchrony  with  the  organizational,  doctrinal,  and  equipment  transformations 
ongoing  within  the  Army,  the  AMEDD  also  was  undergoing  a sizeable  evolution. 
During  this  period  of  fast-paced  change  and  technological  innovation,  one  of  the 
greatest  dilemmas  facing  the  military  health  care  system  was  the  need  to  provide 
the  best  possible  health  care  for  troops  at  a time  of  rising  health  care  costs,  strin- 
gent fiscal  controls,  and  limited  financial  resources.  To  address  the  predicament, 
the  Department  of  Defense  launched  and  the  Army  surgeon  general  supported 
cost-reduction  projects  that  relied  on  information  management  systems  such  as 
the  Defense  Enrollment  Eligibility  Reporting  System,  Tri-Service  Medical  Infor- 
mation System,  and  Composite  Health  Care  System,  automated  patient  health 
data  systems  that  helped  to  reduce  personnel  costs  and  overhead.17  The  Army 
surgeon  general  also  gave  closer  scrutiny  to  the  burgeoning  Civilian  Health  and 
Medical  Program  of  the  Uniformed  Services  expenditures  in  an  effort  to  hold 
down  patient  costs.18  The  AMEDD  contracted  for  services  from  outside  sources  to 
augment  health  care  delivery,  a move  believed  to  be  cost  effective.  In  the  summer 
of  1985,  the  first  Primary  Medical  Care  for  the  Uniformed  Services  Clinic  opened 
in  Fairfax  County,  Virginia,  with  civilian  vendors  in  charge.  Private  contractors 
offered  primary  health  care  along  with  limited  laboratory  and  pharmacy  services 
to  military  patients.19  By  1989,  many  more  Primary  Medical  Care  for  the  Uni- 
formed Services  Clinics  were  operational.20  Although  these  initiatives  contributed 
to  alleviating  the  difficult  situation,  the  chiefs  who  led  the  Army  Nurse  Corps  dur- 
ing the  1980s  also  were  instrumental  in  solving  enormous  problems.  During  their 
four-year  terms,  they  faced  hectic  times  and  demanding  issues. 

On  1 September  1983,  Colonel  Connie  L.  Slewitzke  was  promoted  to  brigadier 
general  and  became  the  17th  chief  of  the  Army  Nurse  Corps.  Her  most  recent 
assignments  had  been  as  assistant  chief  of  the  Army  Nurse  Corps,  chief  nurse  of 
18th  Medical  Command  in  Korea,  and  chief,  Department  of  Nursing,  at  Letter- 
man  Army  Medical  Center  in  San  Francisco,  California. 

Slewitzke’s  tenure  coincided  with  a very  challenging  time  for  the  AMEDD  and 
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Pictured  is  Brigadier  General  Connie  L.  Slewitzke,  who  served  as  the  17th  Chief  of  the  Army  Nurse 
Corps  from  1983  to  1987. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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the  Army  Nurse  Corps.  She  capably  dealt  with  issues  of  readiness,  nursing  short- 
ages, retention  problems,  promotion  delays,  the  physical  fitness  standards,  and 
backlash  against  growing  numbers  of  women  in  the  Army.  Slewitzke  advocated 
for  greater  educational  opportunities,  more  nurse  autonomy,  and  increased  in- 
put from  Army  Nurse  Corps  officers  into  the  business  of  the  AMEDD.  She  pro- 
moted the  AMEDD  Officer  Structure  Study,  the  publication  of  a history  of  the 
Army  Nurse  Corps,  the  introduction  of  information  systems,  the  refinement  of  the 
standards  of  nursing  practice,  and  quality  improvement  incentives.  Additionally, 
she  successfully  lobbied  for  a general  officer  position  for  an  Army  nurse  in  the 
Army  Reserve/ Army  National  Guard,  strengthening  those  components’  stature, 
inclusion,  and  effectiveness.  She  created  and  sponsored  the  Army  Nurse  Corps 
fellowship  in  the  Chief  of  the  Corps  Office,  the  preceptorship  for  newly  gradu- 
ated second  lieutenant  Army  nurses,  and  the  Workload  Management  System  for 
Nurses.  She  began  the  program  to  collect  oral  histories  of  former  chiefs  of  the 
Corps.  She  worked  for  across-the-board  exposure  to  field  nursing  for  all  Army 
nurses,  improved  the  Professional  Officer  Filler  System  and  Mobilization  Desig- 
nee programs,  expanded  the  Individual  Mobilization  Augmentee  matrix,  oversaw 
the  widespread  introduction  of  Army  Nurse  Corps  officers  into  Forces  Command 
roles,  and  assigned  officers  to  key  positions  in  the  Army  Reserve  and  Army  Na- 
tional Guard.  She  actively  monitored  the  activities  and  conditions  experienced  by 
Army  nurses  assigned  to  temporary  duty  in  Central  America  and  presided  over 
Army  Nurse  Corps  participation  in  Operation  Urgent  Fury.  Slewitzke  and  her 
assistant  chief,  Colonel  Eily  P.  Gorman,  managed  all  of  these  pressing  concerns 
while  simultaneously  interfacing  with  the  whole  of  the  Army,  the  other  uniformed 
services,  the  civilian  nursing  community,  and  the  retired  Army  nurse  population 
and  while  attending  to  the  routine,  everyday  leadership  requirements  inherent  in 
managing  a corps  of  thousands  of  Army  nurses— Active,  Reserve,  and  National 
Guard.  Slewitzke  retired  after  the  completion  of  her  four-year  tenure  in  1987.  Fol- 
lowing her  retirement,  she  actively  supported  the  efforts  to  build  the  Women  in 
Military  Service  for  America  Memorial  at  the  gateway  to  Arlington  Cemetery. 

On  1 September  1987  Brigadier  General  Clara  Adams-Ender  became  the  18th 
chief  of  the  Army  Nurse  Corps.  She  had  been  the  chief,  Department  of  Nursing, 
at  Walter  Reed  Army  Medical  Center  and,  before  that,  chief  of  the  Army  Nurse 
Corps  Division  of  the  U.S.  Army  Recruiting  Command.  Throughout  her  career, 
Adams-Ender  consistently  broke  new  ground.  She  was  the  first  female  soldier  to 
earn  the  Expert  Field  Medical  Badge  and  to  graduate  with  a master  of  military  art 
and  science  degree  from  the  Command  and  General  Staff  College.  Additionally, 
she  was  the  first  chief  of  the  Corps  to  choose  a male  Army  Nurse  Corps  officer, 
Colonel  John  M.  Hudock,  to  be  the  assistant  chief  of  the  Corps.  Adams-Ender 
became  the  first  chief  to  wear  two  hats,  serving  concurrently  as  chief  of  personnel 
for  the  AMEDD  and  the  Chief  of  the  Army  Nurse  Corps.  She  remained  on  active 
duty  after  her  four-year  term  as  chief  of  the  Corps  to  assume  command  of  a major 
Army  installation,  Fort  Belvoir,  Virginia,  and  become  the  deputy  commanding 
general  for  the  Military  District  of  Washington. 
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Pictured  is  Brigadier  General  Clara  L.  Adams-Ender,  who  served  as  the  18th  Chief  of  the  Army  Nurse 
Corps  from  1987  to  1991. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Adams-Ender  faced  a serious  and  debilitating  nursing  shortage  and  embarked 
on  many  ventures  to  recruit  and  retain  both  civilian  and  military  nurses,  such 
as  the  Army  Nurse  Candidate  Program,  the  Accession  Bonus  Program,  incentive 
pay  for  certified  registered  nurse  anesthetists,  greater  numbers  and  varieties  of 
Reserve  Officers’  Training  Corps  scholarships,  the  AMEDD  Enlisted  Commis- 
sioning Program,  and  a selection  of  plans  to  bolster  the  U.S.  Army  Reserve  and 
Army  National  Guard.  Adams-Ender  also  encouraged  the  development  of  novel 
organizational  configurations  to  enhance  the  efficiency  of  Army  hospitals’  nursing 
departments.  Unwilling  to  degrade  the  Army  Nurse  Corps  educational  creden- 
tials, she  maintained  existing  standards  and  gained  input  into  legislation  and  pol- 
icy formulation  by  beginning  the  practice  of  testifying  annually  before  Congress 
with  her  Navy  and  Air  Force  counterparts  and  arranging  for  Army  Nurse  Corps 
officers  to  serve  in  congressional  fellowships.  Adams-Ender  also  led  the  Corps 
through  the  thorny  challenges  of  Operation  Just  Cause  and  the  massive  demands 
of  operations  Desert  Shield  and  Desert  Storm  while  simultaneously  responding  to 
the  substantial  personnel  requirements  that  these  campaigns  created. 

To  tackle  the  tremendous  complexities  of  the  1980s,  Army  Nurse  Corps  lead- 
ers conceived  and  implemented  imaginative  strategies  that  paid  unexpected  divi- 
dends. They  developed  Army  Nurse  Corps  officers,  augmented  the  services  they 
provided,  and  broadened  their  horizons  beyond  usual  parochial  limits.  Two  im- 
portant programs  were  the  introduction  of  Army  Nurse  Corps  officers  into  the 
White  House  and  the  halls  of  Congress. 

The  Army  Nurse  Corps  affiliation  with  the  White  House  dated  to  1970,  when 
First  Lady  Patricia  Nixon  asked  that  women  officers  be  allowed  to  serve  as  White 
House  social  aides.  Formerly,  only  male  officers  served  in  this  capacity.  Major 
Susanne  Philips  Crowe  was  the  first  Army  nurse  to  assume  these  extra  duties 
while  she  was  stationed  concurrently  at  Walter  Reed  Army  Medical  Center.21 
Subsequently,  from  1973  to  1979,  Major  Janet  Rexrode  (Southby)  represented 
the  Army  Nurse  Corps  as  a senior  White  House  social  aide.22  Rexrode  made  her 
contributions  in  the  limelight  while  simultaneously  pursuing  her  doctorate  at  the 
Catholic  University  of  America.23 

Strict  criteria  applied  to  selection  as  a White  House  aide.  Applicants  had  to  be 
single  and  between  24  and  37.  Height  requirements  were  at  least  5 TO"  for  male 
officers  and  5'2"  for  female  officers.  The  officer’s  military  assignment  had  to  be 
within  25  miles  of  the  White  House,  and  aides  needed  to  have  1 8 months  remain- 
ing on  their  tour  of  duty  in  the  National  Capital  Region.  Applicants  also  underwent 
an  intensive  scrutiny  involving  several  detailed  interviews,  recommendations  by 
a supervisor  or  commander,  background  checks,  and  a security  appraisal.  Only  a 
few  candidates  survived  the  rigorous  process. 

One  of  Rexrode ’s  classic  duties  was  to  attend  formal  state  dinners  where  main- 
taining appropriate  protocol  and  decorum  were  most  important.  She  had  to  get 
“the  right  people  to  the  right  place  at  the  right  time.”  On  a scheduled  evening, 
Rexrode  typically  received  her  assignment  and  a briefing  on  the  expected  events 
and  guests  at  about  6:00  p.m.  She  then  greeted  and  escorted  the  visitors  to  the  East 
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Before  a White  House  state  dinner  in  May  1979,  Army  Nurse  Corps  officer  Major  Janet  Rexrode 
(Southby)  conversed  with  President  and  Mrs.  Jimmy  Carter.  Since  she  was  marrying  soon,  Rexrode 
(Southby)  also  was  concluding  her  tenure  as  a senior  military  social  aide  at  that  time. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


Room  in  the  White  House,  where  they  were  formally  announced  to  the  president, 
given  predinner  drinks,  and  handed  their  dinner  cards.  She  next  shepherded  the 
guests  to  the  receiving  line  and  later  “toed  the  carpet,”  lining  up  with  the  other 
aides  along  the  grand  hallway  leading  to  the  state  dining  room.  Aides  did  not  drink 
or  dine  with  the  guests  but  were  “encouraged  to  mingle  while  retaining  an  air  of 
separateness.”  Rexrode  compared  these  interactions  to  those  between  nurse  and 
patient,  “meeting  guests  while  working  is  much  like  nursing— meeting  and  talk- 
ing with  someone  doesn’t  necessarily  mean  that  you  also  see  them  socially.”  As 
with  nursing,  Rexrode  found  the  greatest  returns  were  intrinsic  ones.  She  had  the 
opportunity  to  observe  the  shifting  White  House  ambiance  with  three  successive 
presidential  administrations.  The  Nixon  administration’s  tone  was  very  formal, 
while  the  Fords  enjoyed  dancing,  and  so  the  guests  and  aides  went  home  late. 
At  the  other  extreme,  the  Carters  went  to  bed  early,  and  so  the  guests  departed 
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promptly  as  did  the  aides.  Rexrode  also  participated  in  ceremonial  presidential 
signings  of  agreements  or  bills  into  law,  and  she  witnessed  the  signing  of  the 
Panama  Canal  Treaty  in  1978. 24 

In  1979,  another  group  of  Army  Nurse  Corps  officers  stepped  through  the  White 
House  portals  to  offer  their  professional  skills  as  White  House  nurses.  These  of- 
ficers staffed  the  White  House  Medical  Clinic  and  occasionally  traveled  with  the 
president  to  provide  any  health  care  needed  during  the  journey.25  Navy  nurses 
were  the  first  military  nurses  to  serve  in  this  role  beginning  in  1961.  Eleven  years 
later,  in  1972,  the  Air  Force  assigned  nurses  to  the  White  House  Medical  Clinic. 
By  1990  the  staffing  mix  of  military  nurses  changed  so  that  at  any  one  time,  six 
military  nurses,  two  from  each  service,  worked  together  in  this  setting.26 

Three  years  later,  an  Army  nurse  assumed  a different  role  in  the  White  House, 
when  Major  Sharon  Richie  became  the  first  Army  Nurse  Corps  officer  to  be  one 
of  14  White  House  fellows.  The  intent  of  the  White  House  fellowship  was  to  fa- 
miliarize the  participant  with  the  nuts  and  bolts  workings  of  the  government  on  a 
national  level  and  to  encourage  networking  among  fellows  who  came  from  such 
diverse  venues  as  the  military,  the  business  world,  the  civil  service,  and  so  on.27 

Richie  was  the  first  nurse  selected  in  the  history  of  the  18-year  program.  How- 
ever, instead  of  functioning  in  a nursing  role,  she  served  in  the  White  House  Office 
of  Intergovernmental  Affairs.28  Her  experience  in  the  Old  Executive  Office  Build- 
ing involved  contact  with  high-level  public  figures  and  observation  of  important 
decision  making  and  was  anything  but  a relaxed,  tranquil  duty.  The  hectic  sched- 
ule involved  conferences,  document  writing,  and  research,  as  Richie  contributed 
to  special  projects  that  affected  the  nation’s  large  and  small  municipalities.  Travel 
and  working  groups  with  important  government  and  business  leaders  also  fos- 
tered Richie’s  professional  development,  as  she  “met  so  many  people  from  differ- 
ent walks  of  life  and  learned  so  much  from  them.”29  Years  later,  Richie  reflected 
on  her  year  as  a White  House  fellow  as  an  incredible  and  unique  educational 
experience.30  Although  these  fellowships  were  associated  with  the  White  House, 
other  Army  nurses  found  comparable  opportunities  in  the  Congress. 

The  Congressional  Fellowship  Program  for  Army  Nurse  Corps  officers  began 
in  1988,  but  Adams-Ender  unintentionally  laid  the  groundwork  for  the  opportu- 
nity several  years  earlier.  During  her  assignment  as  chief  nurse  of  Walter  Reed 
Army  Medical  Center,  she  initiated  an  acquaintance  with  Senator  Daniel  Inouye 
while  he  was  a patient  on  that  facility’s  very  important  persons  unit.  Inouye  was 
then  the  powerful  chairman  of  the  Senate  Appropriations  Committee  and  the  two 
conferred  on  strategies  to  place  an  Army  nurse  in  his  office  on  Capitol  Hill  to 
furnish  input  on  nursing  and  health  care  concerns.  However,  before  that  juncture 
and  throughout  her  career,  Adams-Ender 

. . . observed  many  occasions  in  which  we  nurses  lost  many  battles  because  others  (mostly  MSCs 
[Medical  Service  Corps  officers]  and  MCs  [Medical  Corps  officers])  were  carrying  our  messages  to 
the  high  places  (e.g.,  DA  [Department  of  Army]  staff,  DoD  [Department  of  Defense]  staff  and  to  the 
Congress).  Many  times,  when  that  message  was  carried  and  received,  it  was  NOT  the  one  that  the 
nurses  had  originally  sent,  so  we  were  often  told  that  we  lost  an  issue,  when  in  effect,  THE  BOYS 
decided  against  us  because  we  were  not  there  to  make  our  own  case. 


On  1 September  1982,  President  Reagan  welcomed  the  White  House  Fellows  Class  of  1982-1983 
with  a certificate  in  recognition  of  their  selection  for  this  honor  at  a ceremony  in  the  White  House  Rose 
Garden.  On  Major  Richie’s  right  is  her  classmate  Daniel  T.  Oliver  (Admiral,  USN,  retired  and  later 
President  of  the  Naval  Postgraduate  School). 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


When  she  later  became  chief  of  the  Corps,  Adams-Ender  encouraged  participa- 
tion by  Army  nurses  in  the  political  process  on  every  echelon,  starting  with  their 
place  of  work.31 

At  about  this  same  time,  Majors  Susan  Connor  and  Patricia  Wise  were  attend- 
ing graduate  school  at  the  University  of  Maryland  and  seeking  practicums  for 
their  health  policy  courses.  Connor  secured  an  internship  in  Senator  John  Glenn’s 
office  early  in  January  1989.  Wise  simultaneously  interviewed  with  Inouye  and 
began  her  fellowship  in  his  office.  Wise  impressed  the  senator  so  much  with  her 
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outstanding  performance  that  he  resolved  subsequently  to  request  participation  by 
Air  Force  and  Navy  nurses  as  well. 

Immediately  thereafter  in  1989,  the  Congressional  Liaison  Office  approached 
the  Army  Nurse  Corps  for  another  Army  nurse  to  work  with  the  House  Armed 
Services  Committee.  In  response,  the  Army  Nurse  Corps  nominated  two  individu- 
als to  job  share  the  requested  full-time  position,  after  obtaining  the  concurrence  of 
their  university  programs.  Both  were  doctoral  students,  one  at  Catholic  University 
and  the  other  at  George  Mason  University.  Lieutenant  Colonel  Loretta  Forlaw  and 
Major  Christine  Galante  began  their  practicums  in  the  House  of  Representatives 
in  February  1989. 32  Adams-Ender  had  Forlaw  and  Galante  provide  her  with  first- 
hand information  about  legislation,  assess  situations,  and  advise  her  about  “when 
it  was  time  ...  to  weigh-in  on  an  issue”  about  the  Army  Nurse  Corps.  In  one 
key  instance,  Forlaw  and  Galante  personally  thwarted  an  attempt  to  dilute  Army 
Nurse  Corps  quality.  Adams-Ender  recalled  the  details: 


During  a congressional  mark-up  of  a defense  bill,  a political  appointee  in  the  Army  was  hell-bent  on 
changing  the  requirements  for  active  duty  Army  Nurses  to  have  a baccalaureate  degree.  Chris  Galante 
was  tasked  to  write  the  language  for  the  final  bill.  When  it  was  published,  this  fellow  was  sure  that 
he  had  changed  the  law  so  that  it  would  be  so.  He  called  me  over  to  his  office  to  personally  give  me 
a copy  of  the  language  and  to  “rub  it  in”  that  he  had  won.  Chris  had  already  provided  me  with  a copy 
of  the  bill  and  it  was  written  so  that  the  requirement  [for  the  BSN  (bachelor  of  science  in  nursing)] 
remained.  When  I arrived  at  the  Pentagon,  I pointed  this  fact  out  to  my  “political  friend,”  and  he  was 
livid.  Afterward,  he  made  an  attempt  to  have  all  of  the  nurses  removed  from  Congressional  offices. 
However,  by  this  time,  we  were  firmly  entrenched  because  of  our  work  ethic,  attention  to  detail  and 
knowledge  of  the  issues.33 

Adams-Ender  summarized  the  far-reaching  effects  of  this  innovative 
approach: 

The  influence  of  those  nurses  in  nursing  and  health  policymaking  was  powerful  and  set  the  stage  for 
a new  era  of  nursing  leadership  in  . . . military  health  care.  We  were  able  to  get  incentive  pay  for  nurse 
anesthetists,  which  was  a good  start.  Also,  Senator  Inouye  decided  that  the  nurse  corps  chiefs  should 
testify  before  his  committee, ...  in  1989.  The  MSCs  [Medical  Service  Corps  officers]  who  worked  in 
legislative  liasion  [sic]  on  the  Hill  called  it  a “love-in.”34 

After  negotiating  the  congressional  ramparts  for  the  first  time , Army  Nurse  Corps 
involvement  on  the  Hill  subsequently  expanded.  In  1994,  Lieutenant  Colonel 
Patricia  Saulsbery  was  selected  for  the  highly  competitive  Army  Congressional 
Fellowship.  She  served  for  one  year  as  a congressional  liaison  staff  officer  for 
the  assistant  secretary  of  the  Army  for  manpower  and  reserve  affairs.  That  same 
year,  Lieutenant  Colonel  Barbara  Scherb  participated  in  a nurse-specific  fellow- 
ship, once  again  in  Inouye’s  office.35  This  program  evolved  into  a tri-service  rota- 
tion with  military  nurses  from  the  Army,  Navy,  and  Air  Force  serving  sequential 
one-  to  two-year  terms  also  in  Inouye’s  office.36  When  Lieutenant  Colonel  Nancy 
Gilmore-Lee  was  a congressional  fellow  in  1998,  she  worked  on  legislation  that 
dealt  with  special  incentive  pay  for  military  nurse  practitioners  and  nurse  anes- 
thetists, funding  for  the  Graduate  School  for  Nursing  at  the  Uniformed  Services 
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Senator  Daniel  K.  Inouye  and  Army  Nurse  Corps  fellow,  Lieutenant  Colonel  Barbara  J.  Scherb,  pause 
for  a moment  in  Inouye’s  office  in  the  Senate’s  Hart  Office  Building. 

Photo  courtesy  of  Colonel  Barbara  J.  Scherb,  Franklin,  NC. 
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University  of  the  Health  Sciences,  appropriation  of  TriService  Nursing  Research 
monies,  and  the  reimbursement  of  advanced  practice  nurses  under  the  Medicare 
program.37  The  benefits  of  the  congressional  programs  included  the  integration  of 
a distinctive  viewpoint  of  military  nursing  into  the  legislative  process  that  became 
an  advantage  for  the  Army  Nurse  Corps  and  the  AMEDD  when  dealing  with  leg- 
islation and  appropriations.38 

No  longer  were  Army  nurses  found  exclusively  on  hospital  wards.  Their  wid- 
ening involvement  in  high-level  policy  formulation  led  to  greater  self-determi- 
nation, branch  immaterial  positions,  and  command  assignments  for  nurses  in  the 
not-too-distant  future.  More  important,  Army  nurses  gained  greater  influence  in 
the  legislative  and  political  processes  that  actually  controlled  their  unique  destiny 
and  evolution. 

Another  innovative  element  for  dealing  with  the  strategic  issues  of  the  day  was 
the  AMEDD  Personnel  Proponency  Division  (APPD).  Several  years  earlier,  most 
of  the  Army  had  decentralized  this  function,  but  within  the  AMEDD  the  responsi- 
bility for  officers’  proponency  remained  an  exclusive  tasking  for  the  Corps  chief 
of  each  branch.39  However,  in  1987,  the  AMEDD  established  its  own  decentral- 
ized officers’  APPD. 

Regulations  tasked  APPD  with  structuring  AMEDD  branches  into  viable  orga- 
nizations with  supporting  staff  compatible  with  war  and  peace  requirements.  This 
had  to  be  done  within  the  parameters  of  Department  of  the  Army  allocated  bud- 
geted end  strength  and  authorizations.  APPD  also  was  accountable  for  doctrine, 
regulations,  force  structure  analysis,  and  life-cycle  development  issues.40 

Like  the  rest  of  the  Army,  the  AMEDD  located  APPD  at  its  “schoolhouse,” 
initially  at  the  Academy  of  Health  Sciences  and  later  at  the  AMEDD  Center  and 
School,  to  comply  with  requirements  for  each  proponent  to  have  an  integrating 
center.  The  integrating  center’s  role  ensured  homogeneity,  unity  of  purpose,  syn- 
ergy of  effort,  reduction  of  needless  duplication,  and  a means  to  resolve  differ- 
ences of  opinion  among  the  various  AMEDD  branch  proponents.41 

In  1988,  the  Army  Nurse  Corps  first  assigned  an  officer  as  its  representative  to 
APPD  and  later  each  representative  became  known  as  a Corps  Specific  Branch 
Proponency  Officer.42  Lieutenant  Colonel  Theresa  Washburn,  the  first  Army  nurse 
assigned  to  APPD,  faced  many  challenges  when  she  reported  for  duty  in  July 
1988  following  a stint  in  graduate  school  at  George  Mason  University.  Wash- 
burn’s first-ever  staff  position  was  in  a newly  created  billet  with  no  precedents 
and  no  job  description.  She  recalled  that  her  “early  days  were  exciting,  frustrat- 
ing, overwhelming,”  and  fearsome  as  she  learned  and  understood  “totally  foreign 
concepts  like  Force  Structure,  TDA  [Table  of  Distribution  and  Allowances] , TOE 
[Table  of  Organization  and  Equipment],”  in  the  context  of  the  total  Army,  the 
AMEDD  and  Army  Nurse  Corps  Active  Force,  National  Guard,  and  the  Reserve. 
Washburn  rose  to  the  challenge  and  contributed  to  numerous  projects  such  as  the 
AMEDD  Leader  Development  Study,  an  analysis  of  war  and  peacetime  area  of 
concentration  requirements,  a review  of  all  senior  Army  Nurse  Corps  positions  to 
gauge  the  necessity  for  War  College  preparation,  and  an  intense  scrutiny  of  the 
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organizational  structure  of  departments  of  nursing  worldwide.43 

Other  Corps  Specific  Branch  Proponency  Officers  who  followed  Washburn 
worked  closely  with  the  chief  of  the  Corps  as  well  on  issues  such  as  developing 
plans  to  deal  with  critical  care  nurse  shortages  in  all  components,  analyzing  the 
force  configuration,  reviewing  the  Forward  Surgical  Team  structure,  planning  the 
large  personnel  downsizing  of  the  1990s,  eliminating  the  pediatric  area  of  concen- 
tration, and  establishing  a distance  learning  system.44  But  innovation  and  enthu- 
siastic service  were  not  only  the  exclusive  domain  of  those  Army  nurses  actively 
serving,  but  also  characteristic  of  the  retired  community. 

In  1976,  38  retired  Army  nurses  met  informally  in  San  Antonio,  Texas,  to  form 
an  organization  whose  objectives  were  to  carry  Army  Nurse  Corps  comradeship 
into  retirement  and  maintain  communication  among  the  Corps  retirees.  The  fol- 
lowing year  the  Retired  Army  Nurse  Corps  Association  (RANCA)  was  incorpo- 
rated.45 The  founding  members  chose— after  considerable  reflection— to  devise 
two  forms  of  membership.  The  first,  according  to  Colonel  Doris  Cobb,  RANCA’s 
initial  president,  was  regular  status,  and  included  retired  Army  nurses  from  the 
Active,  Guard,  or  Reserve  components.  The  second,  or  associate,  membership 
consisted  of  Army  nurses  on  active  duty  or  those  who  had  served  previously  and 
were  honorably  discharged  but  not  retired  from  the  service.  Several  charter  mem- 
bers suggested  inviting  Navy  and  Air  Force  Nurse  Corps  officers  into  the  organi- 
zation, making  it  a “Military  Nurse  Association,”  but  the  group  rejected  this  idea, 
fearing  that  it  would  promote  competition  with  other  wide-ranging  military  retiree 
organizations.  Hesitancy  about  adding  retirees  from  other  services  with  differing 
backgrounds  and  priorities  also  contributed  to  the  decision. 

RANCA’s  original  dues  were  $5  annually,  but  several  charter  group  members 
donated  an  additional  $1  or  more  each  to  pay  mailing  expenses  to  recruit  new 
members  and  fund  the  costs  associated  with  creating  a nonprofit  organization.  In 
anticipation  of  incorporation  in  1976,  the  group  elected  its  first  officers  and  direc- 
tors, each  one  intended  to  represent  one  of  five  geographical  regions  across  the 
United  States.46 

It  also  organized  the  Army  Nurse  Corps  Foundation  to  acquire  donations  for  the 
construction  of  the  U.S.  Army  Medical  Museum  at  Fort  Sam  Houston,  Texas  47 
Since  its  founding,  RANCA  has  donated  more  than  $75,000  and  countless  vol- 
unteer hours  to  the  establishment  and  daily  operations  of  the  museum.  It  also  as- 
sisted in  collecting  and  compiling  selected  Army  Nurse  Corps  oral  histories  from 
various  eras  of  service,  sponsored  the  Army  Nurse  Corps  Medal  that  was  awarded 
to  an  exceptional  Army  nurse  graduate  of  each  Officer  Advanced  Course,  and 
supported  a medallion  to  bestow  on  an  exemplary  mid-level  Army  Nurse  Corps 
officer  annually  as  the  RANCA  Advanced  Military  Practice  Award.48 

In  2000,  RANCA  metamorphosed  into  the  Army  Nurse  Corps  Association 
(ANCA).  Although  the  name  changed,  the  group’s  composition,  activities,  and 
purposes  remained,  and  ANCA  continued  to  offer  membership  to  past  or  current 
commissioned  officers  in  all  three  components,  the  Active,  Guard,  and  Reserve, 
of  the  Army  Nurse  Corps.  ANCA  preserved  the  tradition  of  biennial  conventions 
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Pictured  is  the  Colonel  Florence  A.  Blanchfield  Army  Community  Hospital  at  Fort  Campbell , Kentucky. 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


in  various  locations  throughout  the  nation,  and  the  organization’s  newsletter,  The 
Connection , continued  its  quarterly  publication.  ANCA  maintained  RANCA’s 
original  goals  as  they  had  evolved,  namely  to  furnish  communication  and  social 
occasions  for  the  membership,  collaborate  in  the  maintenance  of  Army  Nurse 
Corps  history,  provide  scholarships  for  students  in  collegiate  nursing  programs, 
and  develop  a means  for  regular  interaction  among  Army  nurses.49  Many  of  these 
objectives  converged  into  one  major  effort  in  1978,  as  a movement  to  name  the 
new  hospital  facility  at  Fort  Campbell,  Kentucky,  after  a revered  Army  nurse 
gained  impetus. 

Early  in  1978,  General  Madelyn  N.  Parks  resolved  to  honor  Colonel  Florence 
A.  Blanchfield,  the  respected  chief  of  the  Army  Nurse  Corps  during  the  challeng- 
ing World  War  II  era,  in  a meaningful  way.50  She  asked  for  RANCA’s  support 
to  commemorate  Blanchfield’s  special  contributions  to  the  Army  by  naming  the 
newly  erected  Fort  Campbell,  Kentucky,  hospital  in  her  memory.  RANCA  en- 
thusiastically responded  after  Cobb  initially  contacted  about  125  members,  who 
in  turn  notified  their  friends  and  acquaintances.  The  letter- writing  crusade  snow- 
balled and  an  avalanche  of  letters  filled  the  mailboxes  of  the  surgeon  general 
(Lieutenant  General  Charles  Pixley),  the  post  commander  (Major  General  John 
A.  Wickham),  and  numerous  congressmen  and  senators.51  Wickham,  who  would 
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make  the  final  decision,  did  not  ignore  the  tidal  wave  of  requests.  As  he  told  the 
hospital  commanding  officer,  he  received  so  much  mail  from  Army  nurses  who 
he  would  be  terrified  to  call  the  institution  anything  but  the  Blanchfield  Hospital.52 
Wickham  decided  in  March  1978  to  name  the  institution  as  a permanent  memo- 
rial to  Blanchfield.53  This  was  not  the  first  instance  of  an  Army  hospital  bearing 
the  name  of  an  Army  nurse,  but  it  was  the  only  existing  facility  so  named.54  Army 
nurses,  both  active  and  retired,  then  pursued  raising  funds  to  subsidize  a portrait 
and  a bust  of  Blanchfield  for  the  military  treatment  facility’s  lobby.55  The  surgeon 
general  (Lieutenant  General  Bernhard  T.  Mittemeyer)  and  a host  of  dignitaries 
and  Blanchfield  family  and  friends  officially  dedicated  the  Colonel  Florence  A. 
Blanchfield  Army  Community  Hospital  on  17  September  1982. 56  The  state-of- 
the-art  facility  remains  a testament  to  the  contributions  of  Blanchfield  and  all 
Army  Nurse  Corps  officers. 

Collaboration,  mutual  support,  and  advancement  were  themes  that  emerged 
from  the  various  innovations  of  the  1980s.  This  unity  of  purpose  was  but  one  of 
many  factors  that  helped  the  Army  Nurse  Corps  to  meet  its  mission  during  the 
1980s. 
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Chapter  Nine 

Refining  Quality  of  Care  Strategies 


he  Army  Medical  Department  (AMEDD)  dedicated  even  more  attention 


to  quality  issues  in  the  1980s  by  building  on  the  efforts  of  the  1970s.1 


This  pursuit  of  quality  paralleled  the  efforts  of  the  Army  of  Excellence.2  In 
keeping  with  this  theme,  the  Army  Nurse  Corps  introduced  measures  to  enhance 
the  delivery  of  nursing  care  in  the  1980s. 

During  the  1980s,  the  Army  Nurse  Corps  supported  many  efforts  to  improve  the 
quality  of  Army  nurses’  practice.  In  1981,  work  began  to  improve  paper  forms  to 
document  nursing  care.  One  objective  was  to  reduce  the  burden  on  nurses’  time 
during  personnel  shortages  and  thus  allow  nurses  to  attend  to  their  most  important 
duties,  direct  patient  care.  Another  objective  was  to  prevent  malpractice  cases 
caused  by  deficiencies  in  the  documentation  of  nursing  activities.3  Many  Army 
nurses  also  were  generally  dissatisfied  with  available  records  and  forms  and  re- 
quested approval  to  use  overprints.4 

A 1981  ad  hoc  committee  recommended  testing  of  newly  revised  forms,  and 
the  project  later  included  scrutiny  of  every  inpatient  form  in  active  use  under  the 
umbrella  of  the  “Clinical  Nursing  Records  Study.”  This  became  part  of  the  fiscal 
year  1984  AMEDD  Study  Program,  with  the  Health  Care  Studies  and  Clinical 
Investigation  Activity  at  Fort  Sam  Houston,  Texas,  as  proponent.  Study  questions 
addressed  how  the  Army  Nurse  Corps  could  best  organize  its  documentation  of 
inpatient  nursing  activities  to  comply  with  AMEDD,  Joint  Commission  on  Ac- 
creditation of  Hospitals,  and  quality  assurance  requirements,  and  what  approach- 
es would  make  inpatient  nursing  documentation  more  efficient.  The  gathered 
data,  from  various  sources,  such  as  practicing  Army  nurses,  other  military  nursing 
services,  the  Health  Services  Command  Inspector  General  Team,  civilian  “mag- 
net” hospitals,  and  several  civilian  institutions  recommended  by  a Joint  Commis- 
sion on  Accreditation  of  Hospitals  nurse  surveyor,  indicated  that  the  Army  Nurse 
Corps  forms  for  documenting  nursing  history/assessment,  problem  list/nursing 
diagnosis,  and  nursing  orders  complied  with  Joint  Commission  on  Accreditation 
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of  Hospitals  standards  and  were  state  of  the  art  philosophically  and  conceptually. 
However,  a major  discrepancy  emerged  with  progress  notes.  In  prestigious  civil- 
ian institutions,  the  use  of  progress  notes  was  multidisciplinary.  In  the  AMEDD, 
the  nursing  notes  were  separate,  not  integrated  into  the  progress  notes,  the  venue 
where  most  other  health  care  providers  recorded  their  observations,  plans,  and 
interventions.  The  working  group  then  developed  revised  forms  based  on  their 
findings  and  deliberations,  pilot  and  field  tested  the  forms,  and  made  recommen- 
dations for  implementation.5 

The  Clinical  Nursing  Records  Study  suggested  adopting  four  of  the  14  modi- 
fied and  tested  forms,  namely  a revised  Nursing  History  and  Assessment  form,  its 
continuation  sheet,  a Nursing  Care  Plan  with  Draft  Design  Changes,  and  a Nurs- 
ing Discharge  Summary  also  with  design  changes.  The  Office  of  the  Chief,  Army 
Nurse  Corps,  then  implemented  the  corresponding  regulation  changes.6  In  spite 
of  difficult  circumstances  in  the  1980s,  the  Army  Nurse  Corps  successfully  im- 
proved its  administrative  practice,  documentation,  and  delivery  of  patient  care. 

The  Corps  also  implemented,  refined,  and  expanded  its  Standards  of  Nursing 
Practice  in  the  1980s.  The  Corps  followed  the  lead  of  the  American  Nurses  As- 
sociation, which  had  first  published  generic  standards  in  1973. 7 “Standards,”  the 
American  Nurses  Association  explained,  “provide  a means  by  which  a profes- 
sion clearly  describes  the  focus  of  its  activities,  the  recipients  of  service,  and 
the  responsibilities  for  which  its  practitioners  are  accountable.”8  The  Army  Nurse 
Corps  identified  its  Standards  of  Nursing  Practice  as  the  fulfillment  of  “the  profes- 
sion’s obligation  to  assess,  provide,  evaluate,  and  improve  nursing  practice.”  The 
Corps  also  intended  the  standards  to  “serve  as  a documentation  tool  to  assist  in 
the  audit  and  evaluation  process.”9  Although  the  intent  behind  the  standards  was 
straightforward,  initially  many  misinterpreted  and  rejected  the  document. 

Considerable  confusion,  anger,  and  frustration  greeted  the  introduction  of 
the  Army  Nurse  Corps  Standards  of  Nursing  Practice.  General  Hazel  Johnson 
thought  that  some  Army  nurses  “felt  as  though  we  were  asking  them  to  do  more 
than  they  should  be  doing,”  and  reported  that  a handful  of  individuals  wrote  to  the 
surgeon  general  to  say  that  “we  had  our  nerve.”  Several  Medical  Corps  officers 
also  penned  “some  very  nasty  letters  to  the  Surgeon  General.”  Semantics  was  one 
aspect  of  the  problem.  For  example,  the  word  diagnose  set  off  alarms  because 
professional  nurses  at  this  time  were  assuming  a diagnostic  role,  meaning  this 
function  was  no  longer  the  exclusive  domain  of  physicians.10  Johnson  mused, 
“What  do  we  have  here.  People  who  own  words.  Who  owns  this  word  that  we 
can’t  use  without  having  copyright  on  it.”  However,  she  decided  if  the  surgeon 
general  asked  her  to  delete  the  word  diagnose  from  the  standards  at  the  behest  of 
Medical  Corps  officers,  she  then  would  replace  that  word  with  assessment.  She 
rationalized  that  it  was  “the  same  identical  thing.  It  is  exactly,  precisely  the  same 
identical  thing.”  Johnson  refused  to  let  the  criticisms  upset  her.  Her  standard  reply 
to  such  disparagements  was,  “Fine,  we’ll  take  that  into  consideration  when  we 
put  the  next  edition  out.”11  The  word  diagnose,  however,  did  disappear  from  the 
Standards  of  Nursing  Practice.  Reactions  to  the  introduction  of  the  standards  took 
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many  forms. 

Captain  Freida  J.  Sadler,  a head  nurse  at  Kimbrough  Army  Hospital,  Fort 
Meade,  Maryland,  aired  her  response  in  a poem  that  illustrated  her  misgivings. 

There  are  so  many  changes 
How  can  I adjust 

To  doing  SOAPIE  [Subjective  data,  Objective  data,  Assessment,  Plan, 
Implementation,  Evaluation]  charting 
On  all  this  nursing  stuff? 

It  seems  so  overwhelming 
I’m  approaching  it  with  dread 
How  can  I do  an  assessment 
With  such  confusion  in  my  head? 

Assessments,  problem  lists,  etcetera 
There  seems  so  much  to  do 
And  I can’t  even  tell  the  difference 
Between  S & O and  Problem  #2 

I must  listen  to  the  patient 
I must  hear  and  understand 
I must  palpate  and  auscultate 
And  initiate  my  plan 

It’s  almost  1430 
The  24  hour  report  is  due 
There  are  two  more  admissions 
And,  I need  to  assess  them  too 

I must  develop  a nursing  diagnosis 
And,  long  and  short  term  goals 
Along  with  nursing  orders  and  discharge  plans 
Oh,  won’t  you  give  me  a hand?12 

Nine  months  later,  Sadler  once  again  described  in  doggerel  her  total  involve- 
ment in  the  new  standards  and  her  good-natured  acceptance  of  them  that  was 
characteristic  of  many  Army  nurses: 

The  change  was  imminent 
The  front  office  declared 
The  first  month  was  tough 
I was  threatened  and  scared 

Inservices  were  held 
Nursing  articles  were  read 
As  we  learned  to  assess 
And  plan  ahead 

We  had  to  implement 
We  strived  to  succeed 
Everyone  struggled,  every  one  asked 
Why  are  you  doing  this  to  me? 
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Several  months  passed  by 
As  we  all  persevered 
We  began  to  see  progress 
And  our  thoughts  also  cleared 

SOAP  [Subjective  data.  Objective  data,  Assessment,  Plan]  notes  were  written 
Problem  lists  were  made 
Consults  were  sent 
The  plan  of  care  was  laid 

We  followed  nursing  orders 
We  understood  the  patient’s  needs 
We  became  more  involved 
We  were  growing,  indeed 

It’s  not  so  overwhelming  now 
I do  know  what  to  do 
What  is  most  perplexing  though 
Is  that  I’m  never  through 

Taped  reports  have  helped  a lot 
Along  with  peer  review 
Research  will  soon  be  done 
To  evaluate  what  we  do 

Patients  are  much  happier 
Care  is  much  improved 
Staff  receives  more  thanks 
For  the  efforts  they  pursue 

It’s  been  a good  experience 
Much  knowledge  I have  gained 
I’m  glad  I’ve  had  a part  in  it 
And  imagine!  I’m  still  sane!13 

Over  time,  several  Army  Nurse  Corps  nursing  specialties  and  interest  groups 
augmented  and  improved  the  original  Standards  of  Nursing  Practice.  A 1983  sup- 
plement that  identified  nursing  quality  assurance  guidelines  appeared  in  print,  and 
the  community  health  nurses  published  their  practice  standards  as  an  adjunct  to 
the  Department  of  Army  Pamphlet.14  In  1986,  Change  2 to  the  AMEDD  Standards 
of  Nursing  Practice,  Department  of  Army  Pamphlet  40-5,  added  standards  for  oc- 
cupational health  nursing.15  That  same  year,  a group  of  Army  nurse  practitioners 
developed  practice  standards  geared  to  their  specialty  issues,  such  as  the  provision 
of  patient  care,  professional  development,  and  care  supervision.  They  devised  a 
checklist  based  on  the  standards  for  use  in  chart  audits  and  peer  review.16  By  1 987, 
the  various  nurse  consultants  all  had  developed  standards  of  practice  for  the  Army 
Nurse  Corps  nursing  specialties.17 

Publication  of  the  Army  Nurse  Corps  Standards  of  Nursing  Practice  sparked 
additional  reflection  and  other  standards  development.  Lieutenant  Colonel  James 
D.  Vail  called  on  nurse  anesthetists  to  develop  anesthesia  practice  standards  rela- 
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Lieutenant  Colonel  James  D.  Vail  served  as  Chief,  Nursing  Research  Service  at  Walter  Reed  in  1985. 
Photo  courtesy  of  Nursing  Research  Service,  Walter  Reed  Army  Medical  Center,  Washington,  DC. 
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tive  to  clinical  practice  in  all  settings.  He  also  advocated  an  anesthesia-oriented 
compilation  of  process  criteria  and  recommended  testing,  refinement,  and  imple- 
mentation of  the  criteria  as  an  instrument  to  evaluate  anesthesia  practice.18 

The  13th  Evacuation  Hospital,  a unit  of  the  Wisconsin  Army  National  Guard, 
saw  the  wisdom  and  need  to  develop  standards  and  criteria  for  routine  peacetime 
training  responsibilities  and  wanted  a template  for  organized  review  that  was  ap- 
propriate for  a nonhospital  setting.  The  purpose  of  the  “Quality  Assurance  Plan 
for  Nursing  Service”  was  to  improve  unit  level  performance  and  efficiency.  These 
guardsmen  hoped  that  their  work  could  be  emulated  by  other  Army  Reserve  and 
Army  National  Guard  units  to  achieve  higher  levels  of  effectiveness  and  com- 
petence that  in  turn  would  improve  combat  readiness,  contribute  to  individual 
satisfaction,  and  increase  retention  rates.19 

As  one  relatively  small  but  unified  element  in  the  larger  civilian  and  mili- 
tary nursing  cosmos,  the  Army  Nurse  Corps  was  in  the  vanguard  in  develop- 
ing and  publishing  both  general  and  specific  Standards  of  Nursing  Practice.20  In 
part,  the  achievement  owed  much  to  the  Corps  members’  advanced  educational 
background,  the  specialty  nurse  consultants’  keen  insight,  the  senior  leaders’  de- 
termination, and  the  realization  of  a critical  mass  — a large  organization  moving 
forward  with  virtual  unity  on  a significant  piece  of  work.  As  the  world  of  nursing 
evolved,  conditions  in  the  Army  also  changed,  and  the  standards  were  widely 
accepted  and  duplicated.  With  that  goal  accomplished,  the  Army  Nurse  Corps  no 
longer  regarded  publication  and  dissemination  of  the  standards  as  a priority. 

In  November  1998,  the  Army  Nurse  Corps  rescinded  Department  of  the  Army 
Pamphlet  40-5,  the  Standards  of  Nursing  Practice.  The  rationale  determined  by  a 
team  of  senior  officers  was  that  the  Corps  then  based  its  practice  on  the  American 
Nurses  Association  Standards  of  Nursing  Practice  and  standards  of  the  specialty 
nursing  organizations.21  At  that  time,  as  Simmons’  assistant,  Colonel  Susan  Mc- 
Call recognized,  the  Department  of  Defense  (DoD)  was  eliminating  unnecessary 
regulations,  pamphlets,  and  circulars.22  Cost  containment  became  the  AMEDD 
watchword  as  the  1980s  ended.  In  the  meantime,  several  other  innovations 
emerged  in  the  pursuit  of  excellence. 

The  arduous  process  of  developing  and  implementing  a patient  classification 
system  was  another  effort  initiated— in  part— to  improve  the  quality  of  nursing 
care  delivered  in  the  AMEDD.23  Specific  reasons  for  the  creation  of  the  system  in- 
cluded the  need  to  have  a valid  and  reliable  method  to  determine  appropriate  and 
adequate  amounts  of  staff,  have  acuity  data  available  for  the  Force  Development 
Division  to  calculate  safe  levels  of  personnel,  and  be  able  to  compute  the  correct 
mixture  of  staff— both  professional  and  paraprofessional— to  provide  care  in  any 
given  nursing  unit.24 

Before  the  1980s,  nursing  administrators  in  Army  hospitals  staffed  nursing  units 
primarily  on  the  basis  of  patient  census,  reasoning  that  units  with  more  patients  — 
regardless  of  acuity— needed  more  staff.  In  a changing  health  care  climate  charac- 
terized by  “increasingly  complex  technology,  growth  in  specialization,  provision 
of  more  time  consuming  tasks,  increased  emphasis  on  health  teaching,  personal- 
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ization  of  service  to  patients,  and  ongoing  evaluation  of  performance,”  a better 
method  was  needed  to  determine  staffing  needs  based  on  the  aggregate  number  of 
nursing  care  hours  required  by  patients  on  a unit.25 

Early  in  the  1970s,  the  Army  Nurse  Corps  recognized  the  need  for  such  a sys- 
tem and  considered  assigning  the  herculean  task  to  the  Division  of  Nursing  at 
Walter  Reed  Army  Institute  of  Research.  At  the  same  time,  however,  the  Army 
Nurse  Corps  leadership  acknowledged  that  nurse  researchers  then  assigned  to  that 
unit  possessed  “limited  research  ability”  and  were  in  a “precarious  posture”  in 
an  organization  that  rendered  them  demoralized  and  “non-productive.”  Coupled 
with  the  fact  that  the  division’s  operating  budget  was  limited  to  a mere  $100  a 
month,  leaders  decided  not  to  ask  nurse  researchers  in  the  Division  of  Walter 
Reed  Army  Institute  of  Research  to  develop  and  test  a patient  classification  instru- 
ment.26 Instead,  Colonel  Beverly  Glor,  assigned  at  Madigan  Army  Medical  Cen- 
ter, Washington,  and  Lieutenant  Colonel  Susie  Sherrod,  assigned  at  Health  Care 
Studies  Division,  Fort  Sam  Houston,  Texas,  worked  on  projects  that  had  compa- 
rable goals  but  disparate  approaches.27  Glor’s  effort,  the  Madigan  Army  Medical 
Center  Acuity  Based  Patient  Classification  Subsystem,  quantified  direct  and  non- 
direct  nursing  care  in  medical-surgical  and  specialty  areas  and  included  a yard- 
stick to  determine  numbers  and  mix  of  personnel  required.28  Sherrod’s  approach, 
the  Nursing  Care  Hour  Standards  Study,  measured  the  standard  time  required  to 
complete  352  operationally  defined,  direct  nursing  care  tasks  in  six  military  treat- 
ment facilities  (MTFs)  of  differing  sizes  over  two  years.  It  gauged  the  frequency 
of  direct  nursing  care  tasks  in  various  specialty  areas,  such  as  medical- surgical, 
intensive  care,  obstetrics,  newborn,  pediatric,  and  psychiatric  units,  and  computed 
the  ideal  numbers  and  types  of  nursing  personnel.  To  evaluate  the  two  studies  and 
solicit  recommendations,  the  Army  Nurse  Corps  hired  Health  Management  Sys- 
tems, a consulting  firm.  Health  Management  Systems  recommended  rejection  of 
the  weaknesses  of  both  plans  and  consolidation  of  their  best  features  to  create  one 
ideal  system.  The  new  plan  included  the  Nursing  Care  Hour  Standards  System’s 
time  standards  and  task  frequencies  and  the  Madigan  Army  Medical  Center  Acu- 
ity Based  Patient  Classification  Subsystem’s  instrument  and  nondirect  care  com- 
ponents. At  approximately  the  same  time,  the  Navy  Nurse  Corps,  then  working  on 
a patient  classification  system  for  its  hospitals,  joined  forces  with  the  Army  Nurse 
Corps  to  conduct  validity  and  reliability  studies  in  medical-surgical  specialties. 
This  further  revised,  improved,  and  expanded  the  tool,  and  the  system’s  new  des- 
ignation became  the  Workload  Management  System  for  Nurses  (WMSN). 

In  1983,  a team  of  investigators  used  a self-tutoring  program  to  familiarize 
nurses  with  the  WMSN  at  five  selected  Army  MTFs.  Charge  nurses  and  team 
leaders  subsequently  tested  the  system  by  classifying  patients  every  day  on  every 
work  shift  for  four  months.  Then  the  team  returned  to  the  MTFs  to  appraise  the 
system,  basing  their  evaluations  on  criteria  of  comprehensiveness,  data  output  and 
input,  validity  and  reliability,  implementation,  and  cost.  The  results  were  used  to 
fine-tune  the  WMSN.29  The  Army  Nurse  Corps  required  all  nursing  departments 
at  all  MTFs  to  use  the  WMSN  beginning  on  1 January  1985. 30  By  August  of 
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that  year,  the  WMSN  was  used  throughout  the  Army  Nurse  Corps.  Lieutenant 
Colonel  Jude  Larkin,  a nurse  researcher  at  the  Walter  Reed  Army  Medical  Center 
(WRAMC),  pondered  the  implications. 

The  question  then  becomes  how  to  use  these  data  for  increased  efficiency  and  political  gains.  That 
is,  at  the  local  intra-departmental  and  departmental  level,  ANC  [Army  Nurse  Corps]  wide  and  for 
validating  our  manpower  needs  to  others  within  the  Army  and  on  Capitol  Hill.  With  automation,  we 
would  be  derelict  if  we  didn’t  explore  full  use  of  the  WMSN.  . . .31 

The  Army  Nurse  Corps  continually  upgraded  the  system.  Private  contractors 
developed  commercial  software  to  support  automation  for  data  input  at  the  unit 
level.  The  Army  Nurse  Corps  coordinated  the  interface  of  WMSN  with  Uniform 
Chart  of  Accounts  for  Personnel.32  By  1989,  all  nursing  units  had  computers  for 
data  input.33  Various  Army  Medical  Department  Activities  and  Army  Medical 
Centers  published  regulations  based  on  the  WMSN,  and  the  Department  of  the 
Army  issued  a Field  Manual  to  guide  its  use.34  The  Corps  then  planned  to  expand 
the  WMSN  to  include  utilization  in  ambulatory  care  clinics,  labor  and  delivery 
settings,  the  postanesthesia  care  units,  and  emergency  departments.35 

The  Corps  did  not  implement  any  research  to  determine  whether  a relationship 
existed  between  the  use  of  the  WMSN  and  patient  outcomes.  Thus,  its  impact  on 
variables  such  as  adverse  patient  events,  length  of  hospital  stay,  or  improvements 
in  care  was  unknown.  Colonel  Bonnie  Jennings,  who  spent  several  years  testing 
and  implementing  the  tool,  noted  that,  in  the  Army,  the  presumption  existed  that 
if  enough  staff  was  available,  quality  care  would  follow.  However,  no  scientific 
evidence  affirmed  that  premise.  Jennings  admitted  that  the  staffing  mix  in  the 
military— so  heavily  influenced  by  the  demands  of  readiness— was  another  con- 
sideration. The  blend  of  professional  nurses,  practical  nurses,  and  nursing  assis- 
tants differed  significantly  from  the  mix  in  a civilian  hospital  setting.  Nonetheless, 
she  considered  the  WMSN  as  good  as  any  acuity  tool  available  nationwide.  Jen- 
nings recalled  that,  in  her  later  exposure  to  the  WMSN  as  a chief  nurse,  it  served 
primarily  as  a demonstration  of  the  process  used  to  make  staffing  decisions  during 
Joint  Commission  for  the  Accreditation  of  Healthcare  Organizations  accreditation 
visits.  Whether  those  decisions  were  valid  was  yet  another  untested  question.36 

The  WMSN  usually  justified  the  need  for  significant  numbers  of  additional  pro- 
fessional and  paraprofessional  nursing  staff,  a state  of  affairs  that  threatened  and 
irritated  other  departments  within  MTFs  who  feared  that— in  the  balance— they 
would  lose  staff.  The  outcomes  were  a series  of  bureaucratic  battles  for  funds  and 
people. 

General  Connie  L.  Slewitzke  remembered  a skeptical  physician  who  doubted 
that  it  took  20  minutes  to  give  a bed  bath  to  an  intensive  care  patient,  as  if  a patient 
festooned  with  drainage  tubes,  infusion  lines  and  pumps,  ventilator  systems,  and 
other  miscellaneous  technological  paraphernalia  made  bathing  a simple  opera- 
tion. Many  Medical  Corps  officers  were  suspicious  of  the  WMSN’s  statistics  and 
resisted  its  implementation.  Slewitzke  had  a conversation  with  Major  General 
Lewis  Mologne,  WRAMC  commander,  when  he  came  to  realize  that  the  WMSN 
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Lieutenant  Colonel  Jude  Larkin  served  as  Nurse  Researcher,  Nursing  Research  Service  at  Walter  Reed 
in  1985. 

Photo  courtesy  of  Nursing  Research  Service,  Walter  Reed  Army  Medical  Center,  Washington,  DC. 
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was  “really  predicated  on  orders  the  doctors  write.”  His  illogical  conclusion  was 
that  “we  can  fix  that.  We  do  not  need  all  these  nurses— doctors  can  put  in  NG 
[nasogastric]  tubes,  doctors  can  put  in  IVs.”  Slewitzke  replied,  “Yes, . . . but  who 
watches  that  IV?  Who  continually  calibrates  it,  who  observes  the  patient,  who 
charts  it,  who  manages  that  NG  tube, . . ,?”37 
Other  problems  surfaced  when  nurse  staffing,  as  calculated  by  the  WMSN,  was 
unavailable,  which  then  precipitated  bed  or  entire  ward  closures.  The  closures 
affected  physician  internship  and  residency  instruction,  since  they  decreased  the 
pool  of  available  patients.  This  development,  in  turn,  had  Graduate  Medical  Edu- 
cation implications  and  became  a serious  issue  for  the  Medical  Corps.  According 
to  Colonel  Carol  Reineck,  “doctors  pooh  poohed  the  system  when  they  just  plain 
wanted  to  fill  beds  and  did  not  like  to  have  a ‘system’  say  no.”38  Major  General 
John  E.  Major,  Health  Services  Command  commander,  may  have  had  this  situa- 
tion in  mind  when  he  editorialized  about  the  WMSN  in  the  HSC  Mercury.  “None 


Colonel  Carol  Reineck  served  as  Chief  Nurse,  Damall  Army  Community  Hospital,  Fort  Hood,  Texas 
in  1998. 

Photo  courtesy  of  Colonel  Carol  Reineck,  San  Antonio,  TX. 
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of  us  can  afford  to  use  this  tool  as  either  a weapon  or  an  encumbrance,”  he  wrote, 
“since  the  WMSN  was  the  best  way  to  offer  quality  care  at  reasonable  cost.  The 
AMEDD  should  not  abdicate  its  long-established  team  spirit,”  Major  advised, 
“because  a nurse-doctor  schism  would  only  hurt  patients  by  limiting  or  diminish- 
ing care.”39 

Several  nurses  also  had  reservations  about  the  WMSN.  They  lamented  the 
amount  of  time  required  to  enter  the  WMSN  numbers  into  the  system,  particu- 
larly during  the  1980s,  when  staffing  levels  regularly  fell  below  accepted  levels 
and  nurses’  time  was  a precious  commodity.40  Simplistic  answers  to  the  puzzle  of 
calculating  adequate  staffing  abounded  but  few  if  any  easy  solutions  resolved  the 
question.  Nonetheless,  the  WMSN  served  for  two  decades  as  the  best  available 
instrument  for  the  purpose. 

Another  hurdle  to  overcome  was  the  Air  Force  Nurse  Corps  reluctance  to  ac- 
cept and  use  the  WMSN.41  The  Army  Nurse  Corps  wanted  the  WMSN  as  the 
DoD  patient  classification  standard  so  that  statistics  could  be  compared  across  the 
services  and  as  a means  for  all  services  to  demonstrate  a unified  need  to  support 
a claim  with  DoD  and  Congress  for  more  personnel.  The  Air  Force  Nurse  Corps, 
however,  preferred  to  use  its  own  20-year-old  patient  classification  system,  which 
lacked  supporting  statistical  documentation,  as  a foundation  for  its  staffing  sys- 
tem. Slewitzke  shared  the  WMSN  with  General  Carmelita  Schimmenti,  chief  of 
the  Air  Force  Nurse  Corps,  to  convince  her  to  adopt  its  use;  Schimmenti  remained 
unconvinced.  She  perceived  the  WMSN  not  as  a means  to  justify  more  personnel 
but  as  a way  to  better  distribute  available  staff.  Slewitzke  was  disappointed,  hav- 
ing expected  Schimmenti  to  be  excited  when  she  learned  of  the  system’s  success. 
That  did  not  happen.  In  1987,  Slewitzke  believed  it  unlikely  the  Air  Force  could 
continue  to  use  its  own  outdated  system.42  She  was  right.  By  1988,  implementa- 
tion of  the  WMSN  began  “in  several  Air  Force  Hospitals.”43  On  21  March  1989, 
the  deputy  secretary  of  defense  signed  a directive  ordering  the  utilization  of  the 
WMSN  by  all  services.  It  then  became  an  accepted  DoD-wide  system.44 

The  use  of  automated  information  systems  in  both  civilian  and  military  health 
care  institutions  to  improve  quality  and  enhance  efficiency  began  in  the  1970s. 
However,  the  trend  became  a major  force  in  the  1980s.  Army  Nurse  Corps  of- 
ficer Major  Mary  Messerschmidt  accepted  an  assignment  to  work  in  a full-time 
role  focusing  on  automated  hospital  support  systems  when  the  information  man- 
agement program  was  in  its  infancy.  Her  involvement  with  this  project  began  in 
1973  with  an  assignment  to  U.S.  Army  Health  Services  Data  Systems  Agency 
at  Fort  Detrick,  Maryland.  Originally,  Messerschmidt  collaborated  with  a team 
to  formulate  the  automatic  data  processing  specifications  for  the  new  WRAMC, 
then  under  construction,  which  involved  providing  recommendations  on  nursing 
requirements,  assessing  technological  and  professional  input,  identifying  reason- 
able objectives,  and  determining  appropriate  operational  concepts.45  By  1975, 
however,  DoD  directed  that  all  automation  efforts  be  jointly  developed  and  stan- 
dardized among  the  three  military  hospital  systems,  and  the  Tri-Service  Medical 
Information  System  (TRIMIS)  was  bom  46 
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Thus,  the  tri-service  effort  to  begin  using  computers  to  improve  health  care  and 
eventually  nursing  care  in  the  three  military  services  originated  in  the  mid-1970s 
with  the  establishment  of  TRIMIS . The  assistant  secretary  of  defense  (health  af- 
fairs) charged  the  TRIMIS  Program  Office  with  developing  functional  applica- 
tions to  enhance  health  care  delivery,  manage  medical  information,  and  integrate 
functional  and  management  applications.  The  purpose  ultimately  was  to  create  a 
prototype  of  a replicable  system  to  be  implemented  originally  in  a demonstration 
hospital  and  later  expanded  throughout  the  system.47  The  tri- services  translated 
functional  requirements  into  procurement  packages  and  developed  procurement 
contracts  with  commercial  firms  for  pilot  tests  of  automated  systems  to  support 
pharmacy,  laboratory,  radiology,  appointment,  and  logistics  services.48 

In  1982  the  Army  Nurse  Corps  assigned  Captain  Elizabeth  Weathington  as  part 
of  the  two-person  TRIMIS  Nurse  Consultant  Team 49  One  of  their  projects  was 
to  survey  33  Army  nurses  who  had  some  computer  expertise  to  evaluate  the  cur- 
rent status  of  on-the-job  computer  use.  Twenty-two  Army  nurses  responded  to 
the  questionnaire,  almost  all  answering  that  they  had  no  computers  or  software 
to  support  their  nursing  roles.  Most  expected  computers  in  the  near  future  and 
hoped  to  use  them  for  compiling  staff  work  schedules,  documenting  education, 
preparing  monthly/quarterly  reports,  managing  laboratory  data  and  Central  Ma- 
teriel Supply  levels,  and  so  forth.  Most  chief  nurses  had  a positive  attitude  about 
computerization  (77  percent),  while  16  percent  were  indifferent,  and  5 percent 
were  negative.  The  study’s  sample  size  was  too  small  to  provide  valid  and  reliable 
conclusions  but  it  did  suggest  the  lack  of  experience  Army  nurses  as  a whole  had 
with  computers.  However,  those  surveyed  had  a fairly  accurate  understanding  of 
the  role  that  automated  systems  might  play  in  managing  nursing  information  in 
the  future. 

Lieutenant  Colonel  Gar  Yip  was  the  Army  Nurse  Corps  consultant  on  the  TRI- 
MIS team  in  1988.  She  played  a major  role  in  the  development  and  implementa- 
tion of  the  Composite  Health  Care  System  (CHCS).  Planners  conceived  CHCS 
to  facilitate  the  exchange  of  patient  health  information  with  related  services  like 
dietetics,  patient  administration,  radiology,  pharmacy,  laboratory,  and  the  patient 
appointment  system.50  The  TRIMIS  staff  organized  CHCS  to  support  quality  as- 
surance activities,  as  well  as  managing  resource,  mobilization,  and  mass  casualty 
requirements. 

TRIMIS  contracted  with  outside  sources  to  process  CHCS  from  concept  to  ap- 
plication. It  awarded  Stage  I contracts  in  1986  to  three  bidders  to  design  and 
install  their  assigned  CHCS  components  in  one  of  three  MTF  locations,  or  al- 
pha sites:  (1)  Camp  Lejeune,  North  Carolina;  (2)  Fort  Knox,  Kentucky;  and  (3) 
Sheppard  Air  Force  Base,  Texas.  After  evaluating  the  performance  of  Stage  I 
contractors,  TRIMIS  awarded  contracts  for  an  improved  CHCS  at  14  beta  sites, 
including  three  Army  MTFs,  Eisenhower  Army  Medical  Center,  Georgia;  Tripler 
Army  Medical  Center,  Hawaii;  and  the  Niimberg  Medical  Department  Activity, 
Germany.  Stage  II  called  for  development  of  capabilities  to  automate  nursing  pa- 
tient documentation,  physiological  monitoring,  personnel  scheduling,  resource 
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management,  nursing  reports  and  minutes,  and  educational  endeavors.51 

These  expectations  were  not  fully  met  because  serious  flaws  appeared  in  the 
$1.6  billion  system.  Contractors  were  unable  to  complete  their  requirements  on 
time  or  within  budget.  Two  critical  but  unsolved  issues  were  multiple  files  of 
identical  patient  records  and  difficulties  with  archiving  patient  records.52  Other 
significant  inherent  problems  were  a nonfunctional  module  for  entry  of  doctors’ 
orders,  a character-based  computer  user  interface  as  opposed  to  the  user-friendly 
Windows  or  Macintosh  graphic-based  operating  systems,  an  acquisition  strate- 
gy that  failed  to  deliver  a computer-based  patient  record,  no  modules  for  nurs- 
ing documentation,  and  other  critical  system  performance  concerns.53  Inside  the 
Pentagon , a commercial  publication,  cited  numerous  other  flaws  in  CHCS,  such 
as  “cost  overruns,  system  development  delays,  slow  response  times  and  ‘break- 
downs in  medical  care’.”  The  Defense  Medical  Systems  Support  Center  rebutted 
the  charges  and  continued  tests  to  solve  problems  and  eliminate  bugs.54  In  the  final 
analysis,  the  only  successful  modules  were  those  tangential  to  nursing  and  appli- 
cable to  operations  such  as  laboratory,  pharmacology,  radiology,  and  appointment 
scheduling.55 

Another  issue  relating  to  good  quality  of  care  had  to  do  with  the  requirement  for 
all  Army  nurses  to  pass  the  National  Council  of  State  Boards  of  Nursing  Licen- 
sure Examination  (NCLEX)  following  their  graduation  from  an  accredited  col- 
legiate school  of  nursing.  A successful  score  on  this  examination,  which  became 
the  professional  standard  in  1978,  was  a requirement  for  professional  licensure 
and  for  commissioning  in  the  Army  Nurse  Corps.56  By  1981,  probably  because  of 
the  pressing  need  for  more  nurses,  the  Army  Nurse  Corps  was  commissioning  “by 
exception”  both  direct  accessions  and  Reserve  Officers’  Training  Corps  graduates 
before  they  received  a NCLEX  passing  grade.57  If  the  newly  commissioned  of- 
ficer subsequently  failed  the  examination,  Johnson  instructed  chief  nurses  to  refer 
the  officer  to  remedial  courses  to  better  prepare  him  or  her  for  the  next  testing 
opportunity.  She  also  thought  it  would  be  helpful  for  the  officer  to  work  in  the 
specialty  field  that  correlated  with  the  section  of  the  test  that  he  or  she  failed  and 
directed  that  the  officer  take  the  next  NCLEX  offered.58  After  the  first  failure  to 
pass  the  NCLEX,  Joint  Commission  for  the  Accreditation  of  Hospitals  standards 
dictated  that  the  nurse  in  question  should  not  be  allowed  to  perform  professional 
nursing  activities  before  retesting.59  DoD  Directive  6025.6  specified  that  any  care 
provided  by  these  graduate  nurses  not  be  given  independently  but  only  “under 
the  direct  supervision  of  an  appropriate  licensed  health  care  provider  of  the  same 
discipline.”60  The  Army  discharged  direct  commissioned  officers  who  failed  the 
NCLEX  a second  time.  Reserve  Officer  Training  Corps  graduates  who  failed  the 
examination  twice  were  transferred  from  the  Army  Nurse  Corps  to  another  branch 
in  the  Army  to  fulfill  their  service  commitment.  Johnson  expedited  the  discharge 
or  branch  transfer.61  A memorandum  granted  Army  Enlisted  Commissioning  Pro- 
gram graduates  60  days  of  study  time  to  prepare  for  and  take  the  NCLEX.  After 
those  first  60  days,  Army  Enlisted  Commissioning  Program  participants  had  to 
work  in  a local  military  unit  in  enlisted  status  while  awaiting  exam  results  and 
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before  attending  the  Officer  Basic  Course.62 

In  yet  another  effort  to  improve  quality,  the  Army  Nurse  Corps  conceived  and 
implemented  a novel  and  unique  departmental-level  matrix.  It  first  developed  a 
new  Department  of  Nursing  Organizational  Model  in  1988  “to  prepare  ...  for  ef- 
ficient and  effective  operations  during  the  2 1 st  century.”63  In  1 989,  the  annual  Pro- 
fessional Development  Course’s  primary  commission  was  designing  the  model’s 
prototype.64  The  draft  model  elevated  Army  Medical  Center  and  Medical  Depart- 
ment Activity  chiefs,  Department  of  Nursing,  to  the  level  of  deputy  commander 
for  nursing.65  This  new  configuration  would  render  the  deputy  commander  for 
nursing  on  a par  with  the  deputy  commander  for  clinical  services,  formerly  the 
chief,  professional  services,  and  the  deputy  commander  for  administration,  for- 
merly the  executive  officer,  and  would  also  furnish  the  deputy  commander  for 
nursing  with  direct  access  to  the  commander.  The  deputy  commander  for  nurs- 
ing had  the  ultimate  responsibility  and  authority  for  nursing  services  within  the 
institution.  The  next  subordinate  echelon,  referred  to  as  the  chief,  nursing  admin- 
istration, would  more  closely  and  directly  supervise  all  nursing  activities  in  the 
MTF,  such  as  the  clinical  nursing  coordinators  on  days,  evenings,  and  nights;  the 
standard  nursing  support  and  productivity  services;  and  the  case  managers  (usu- 
ally clinical  nurse  specialists)  who  established  and  monitored  the  patients’  critical 
paths  and  outcomes  and  coordinated  the  health  care  team  group  effort. 

Course  participants  described  the  model  as  patient  centered,  collaborative, 
functional  in  peace  and  war,  capable  of  managing  both  cost  and  quality  concerns, 
consumer  driven,  outcome  focused,  and  flexible.66  Over  time,  several  MTFs  im- 
plemented some  of  its  features.  The  position  title  of  chief,  Department  of  Nursing, 
for  instance,  virtually  disappeared  during  the  1990s,  to  be  replaced  by  variations 
on  the  deputy  commander  model.  Yet,  the  ideas  in  the  organizational  model  were 
so  broad  that  little  if  any  reorganization  occurred  based  on  the  original  proto- 
type.67 Some  questioned  whether  the  organizational  reconfiguration  influenced 
good  quality  care  to  any  degree.  They  argued  that  the  changes  did  little  to  improve 
Army  nurses’  status  and  were  a contributing  factor  to  a loss  of  professional  iden- 
tity.68 Still,  it  was  a harbinger  of  future  organizational  configurations. 

Some  Army  Nurse  Corps  leaders  were  simultaneously  developing  and  testing  a 
paradigm  to  clarify  the  delivery  of  nursing  care  in  the  Army.  For  them,  the  Army 
Nursing  Practice  Model  was  an  amalgam  of  several  “civilian  practice  models,” 
such  as  functional,  team,  primary,  or  case  management  nursing.  The  actual  de- 
livery model  depended  on  variables  such  as  patients’  acuity;  numbers  and  mix  of 
staffing;  the  practice  milieu;  the  manner  in  which  the  organization’s  values,  goals, 
objectives,  and  philosophy  were  operationalized;  and  whether  the  care  setting  was 
a combat  or  a peacetime  environment.  Its  architects  envisaged  an  adaptable,  ex- 
pandable, and  resilient  model  that  was  not  static  but  instead  dynamic.  This  meant 
there  was  no  single  right  nursing  delivery  model  suitable  for  all  exigencies.  The 
basic  premise  was  that  the  chosen  blend  of  nursing  care  delivery  models  should 
produce  positive  patient  outcomes  and  satisfaction,  retain  premium  staff,  and  im- 
prove organizational  finances.69  It  accurately  portrayed  the  philosophy  and  prac- 
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tice  environment  of  contemporary  Army  nursing. 

Five  years  later,  after  careful  scrutiny  and  with  considerable  deliberation,  Colo- 
nel Terris  Kennedy,  Major  Elizabeth  Hill,  Brigadier  General  Nancy  Adams,  and 
Colonel  Bonnie  Jennings  expanded  the  practice  model  as  a “Conceptual  Model 
of  Army  Nursing  Practice.”  In  keeping  with  the  accepted  definition  of  a concep- 
tual model,  they  proposed  “a  symbolic  depiction  in  logical  terms  of  an  idealized, 
relatively  simple  . . . structure.”70  They  assumed  Army  Nurse  Corps  officers  were 
unique  in  their  readiness  to  provide  nursing  care  in  various  contingencies.  At  the 
model’s  heart  were  concentric  triangles  symbolizing  Army  nurses’  duty  to  pro- 
vide care,  comfort,  and  cure.  This  occurred  in  a framework  of  administration, 
education,  and  research  support  embellished  by  professional  efforts  in  traditional 
nursing  care,  advanced  practice  nursing  care,  and  clinical  case  management.  The 
model’s  intent  was  to  direct  nursing  practice,  to  guide  development  of  profes- 
sional nursing,  and  to  prepare  Army  Nurse  Corps  officers  for  the  demands  of 
future  deployments  and  health  care  provision.71  This  was  an  example  of  evolving 
doctrine  and  theory  development  within  the  Army  Nurse  Corps  whose  purpose 
was  to  explain  and  improve  Army  nursing  practice  and  to  expand  the  professional 
knowledge  unique  to  military  nursing. 

The  Army  Nurse  Corps  used  numerous  tactics  to  improve  the  knowledge  base 
of  its  officers,  another  aspect  of  the  movement  to  enhance  the  quality  of  care  pro- 
vided. In  the  1980s,  the  Corps  offered  a variety  of  educational  courses  to  improve 
officer  professionalism.  Some  of  these  classes  had  existed  for  decades,  while  oth- 
ers were  innovations.  Their  objectives  were  to  enhance  nursing  specialty  knowl- 
edge and  skills,  develop  military  acumen,  and  provide  orientation  to  unfamiliar 
role  expectations  or  new  care  settings.72 

For  many  years,  the  Army  Nurse  Corps  offered  its  members  various  types  of 
specialty  education.  During  the  1980s,  the  Corps  sponsored  a specialty  course  in 
Psychiatric  Mental  Health  Nursing  at  Eisenhower  Army  Medical  Center  in  Geor- 
gia, courses  in  Obstetrical  and  Gynecological  Nursing  and  Pediatric  Nursing  at 
Tripler  Army  Medical  Center  in  Hawaii,  and  courses  in  Operating  Room  Nursing 
at  Brooke  Army  Medical  Center,  Madigan  Army  Medical  Center,  and  Beaumont 
Army  Medical  Center.  As  a recruiting  incentive,  applicants  for  Army  Nurse  Corps 
commissions  could  request  that  they  be  allowed  to  participate  in  the  course  of 
their  choice.  They  then  were  guaranteed  enrollment  at  the  course  within  their  first 
year  of  service. 

More  experienced  Army  Nurse  Corps  officers  enjoyed  additional  educational 
opportunities.  They  could  apply  for  advanced  studies,  such  as  the  Principles  of 
Military  Preventive  Medicine  Course  given  at  Fort  Sam  Houston,  Texas;  the  Criti- 
cal Care  Nursing  Course  held  at  Brooke  and  Fitzsimons  Army  Medical  Centers; 
in  some  cases,  a follow-on  Renal  Dialysis  Course  conducted  at  Brooke  Army 
Medical  Center;  and  the  Nurse  Practitioner  Course  held  at  Fort  Ord,  California. 
Also  available  were  two-week  Professional  Management  Courses,  such  as  the 
Clinical  Head  Nurse  Course,  Principles  of  Advanced  Nursing  Administration, 
and  the  Preventive  Medicine  Program  Management  Course.73  In  1984,  the  Army 
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Nurse  Corps  sponsored  the  first  course  to  prepare  Army  nurses  for  roles  as  chiefs, 
nursing  education  and  training  services.  The  first  such  class  met  at  the  Academy 
of  Health  Sciences  (AHS).74 

Additionally,  Army  nurses  could  apply  for  Army-sponsored  graduate  educa- 
tion in  civilian  academic  institutions  as  a part  of  the  Long  Term  Civilian  Training 
Program.  Army  degree  programs  could  focus  on  many  nursing  specialty  areas. 
Career  officers  could  also  take  advantage  of  graduate  education  in  health  care 
administration  and  receive  a master’s  degree  in  health  care  administration  from 
Baylor  University,  with  the  classroom  instruction  at  the  AHS.  They  also  could 
pursue  graduate  education  in  anesthesia  nursing. 

Although  the  overall  topical  content  of  course  curriculums  remained  relatively 
constant,  the  Army  Nurse  Corps  and  the  faculty  continually  improved  and  refined 
offerings.  For  instance,  in  1981,  the  anesthesia  course  became  a graduate  pro- 
gram.75 Originally,  the  State  University  of  New  York  at  Buffalo  awarded  a mas- 
ter’s degree  to  Army  nurses  who  successfully  completed  the  anesthesia  course.76 
In  1984,  the  Army  transferred  its  anesthesia  affiliation  from  the  State  University 
of  New  York  to  the  Texas  Wesleyan  College.77  By  2000,  the  Army  again  shifted  its 
program  affiliation,  this  time  to  the  University  of  Texas  at  Houston  Health  Science 
Center.  The  repeated  affiliation  changes  resulted  from  the  competitive  bidding 
process  required  for  contract  awards.  Many  civilian  universities  expressed  inter- 
est in  contracting  with  the  Army  Nurse  Corps  to  provide  anesthesia  education.78 
As  the  century  waned,  candidates  for  anesthesia  education  could  alternatively 
choose  to  attend  the  nurse  anesthesia  program  at  the  Uniformed  Services  Univer- 
sity of  the  Health  Sciences.79 

Other  classes  had  military  topics  as  their  focus.  The  first  two  foundation  mili- 
tary education  courses  were  the  AMEDD  Officer  Basic  Course  and  the  AMEDD 
Officer  Advanced  Course,  both  of  which  were  in  most  cases  mandatory.  Opportu- 
nities for  attendance  in  residence  at  the  Combined  Armed  Services  Staff  School, 
the  Command  and  General  Staff  College,  and  the  Senior  Service  College,  or  its 
counterpart,  the  Army  War  College  Corresponding  Studies  Course,  were  succes- 
sively fewer  and  rationed  to  the  most  promising  officers.  The  Corps  gave  prefer- 
ence to  nurses  assigned  to  Forces  Command  units  for  attendance  at  the  Combat 
Casualty  Care  Course  at  Fort  Sam  Houston,  Texas;  the  Medical  Defense  against 
Biological  Warfare  and  Infectious  Diseases  Course  given  at  Fort  Detrick,  Mary- 
land; and  the  curriculum  that  dealt  with  Medical  Management  of  Chemical  Casu- 
alties at  Aberdeen  Proving  Ground,  Maryland.80 

For  many  years,  organized  nursing  acknowledged  that  newly  graduated  profes- 
sional nurses,  particularly  those  educated  at  the  baccalaureate  level,  were  suscep- 
tible to  “reality  shock”  when  moving  from  the  role  of  student  to  that  of  full-time 
employment  as  a graduate  nurse.  Collegiate  graduates  were  especially  vulnerable 
because  their  demanding  academic  requirements  left  little  time  to  gain  hands-on 
experience  from  actual  clinical  practice.  Possessing  much  theoretical  knowledge, 
graduates  had  fewer  clinical  skills.  The  frustrated  novice  nurses,  confronted  by 
the  reality  of  professional  nursing  as  opposed  to  the  ideal  presented  in  their  edu- 
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cational  programs,  often  changed  careers.81 

To  thwart  reality  shock  and  to  ease  the  transition  from  collegiate  student  to 
Army  Nurse  Corps  officer,  the  Corps  created  a preceptorship  program  for  newly 
graduated  second  lieutenants  in  1981. 82  The  Corps  intended  the  program  to  stimu- 
late recruitment  by  the  U.S.  Army  Recruiting  Command  and  to  enhance  retention 
by  “mitigating  negative  affective  states.”83  Designed  by  the  Nursing  Science  Di- 
vision at  AHS,  the  program  concentrated  on  three  key  areas:  (1)  socializing  the 
new  officer  to  identify  with  the  nursing  profession  and  the  Army;  (2)  sharpening 
clinical  skills;  and  (3)  teaching  entry-level  managerial  skills.  The  chief,  Nurs- 
ing Education  and  Training  Section  in  the  MTF  normally  was  responsible  for 
the  program,  whose  original  length  was  tailored  to  meet  individual  needs  with 
an  optimum  goal  of  120  days  of  developmental  mentoring.  The  chief,  Nursing 
Education  and  Training  Section  assigned  the  new  officer  to  an  experienced  Army 
Nurse  Corps  preceptor  who  served  as  a role  model  in  one  of  several  clinical  areas. 
The  pair  frequently  worked  together  with  identical  schedules.  The  preceptee  also 
rotated  through  several  other  clinical  areas,  usually  medical  and  surgical  units 
and  recovery  and  emergency  departments,  with  about  one  week  spent  in  ancillary 
services.  After  completing  each  clinical  element,  the  unit’s  head  nurse  and  the 
preceptor  submitted  a written  evaluation  of  the  preceptee’s  performance  using  an 
AHS-designed  form.84 

Over  time,  the  Army  Nurse  Corps  fine-tuned  its  Preceptor  Program.  By  1987, 
the  curriculum,  as  implemented  at  William  Beaumont  Army  Medical  Center,  was  a 
wide-ranging  experience  anchored  in  certain  behavioral  objectives  that  integrated 
nursing  theory  and  practice  with  pragmatic  leadership  principles  and  skills  needed 
in  military  organizations.  However,  the  Beaumont  nurse  educators  subsequently 
shortened  the  time  allocated  to  the  program,  perhaps  as  a result  of  the  shortage  of 
nursing  resources  or  possibly  because  the  additional  time  was  superfluous  to  the 
new  graduates’  needs.  Preceptees  participated  in  the  two-week  Professional  Ori- 
entation Program  attended  by  all  professional  nurses  new  to  the  institution,  which 
was  followed  by  a four- week  clinical  experience  under  the  direct  supervision  of  a 
preceptor  from  the  nursing  unit  to  which  the  new  officers  would  be  permanently 
assigned.  At  intervals  during  the  four  weeks,  the  new  officer  spent  eight  hours 
in  the  emergency  department  and  four  hours  each  in  the  operating  and  recovery 
rooms,  the  laboratory,  and  the  electrocardiogram  clinic.  The  newcomer  partici- 
pated in  classes  on  the  Officer  Efficiency  Report,  career  planning,  head  nurse 
and  wardmaster  expectations,  how  to  sponsor  newcomers,  and  a group  discussion 
of  expectations  and  perceptions.  The  standard  Officer  Efficiency  Report  format 
guided  the  evaluation  of  the  preceptee’s  performance  in  the  program,  although  its 
contents  did  not  become  part  of  the  preceptee’s  official  military  record.  Rather,  it 
was  considered  when  preparing  the  preceptee’s  mandatory  initial  120-day  Officer 
Efficiency  Report.85 

Four  years  earlier,  in  October  1977,  the  Air  Force  Nurse  Corps  began  a program 
similar  to  the  Army  Nurse  Corps  Preceptorship  Program.  It  ran  for  20  weeks  and 
aided  in  the  transition  from  civilian  life  of  about  1 00  new  nurses  every  six  months 
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at  nine  Air  Force  Base  hospitals  in  the  continental  United  States.  Patterned  after 
comparable  civilian  programs,  the  Air  Force  Nurse  Internship  Program  includ- 
ed classroom  lessons  on  topics  such  as  clinical  procedures,  techniques  for  the 
emergency  department,  pharmacology,  and  nursing  practice  standards.  For  actual, 
hands-on  clinical  experience,  the  Air  Force  Nurse  Corps  paired  the  new  nurse 
with  an  experienced  partner  who  was  to  be  both  mentor  and  friend.86 

In  1984,  Slewitzke  started  another  innovative  program,  the  Army  Nurse  Corps 
Fellows  Program,  to  develop  mid-grade  officers.  She  expected  the  fellowship  to 
familiarize  officers  with  the  complex  administrative  activities  involved  in  daily 
operations  of  the  Office  of  the  Chief  and  also  to  implement  special  projects.87  The 
Dental  Corps  offered  a similar  yearlong  fellowship,  but  the  Army  Nurse  Corps 
had  no  personnel  allocations  or  funds  for  such  a lengthy  venture.  Thus,  Slewitzke 
sponsored  Army  nurses  locally  assigned  in  the  Military  District  of  Washington 
for  participation  in  the  Army  Nurse  Corps  three-month  mentorship  program.88 
Various  Military  District  of  Washington  chief  nurses  in  the  Washington,  D.C.  area 
nominated  the  fellows,  and  Slewitzke  made  the  final  selection.  Reservists  initially 
filled  in  for  the  participating  officers  at  their  duty  sites,  but  this  practice  quickly 
drew  criticism.  Chief  nurses  did  not  want  reservists  in  some  of  these  key  posi- 
tions, recalled  Slewitzke,  and  the  WRAMC  commander,  General  Mologne,  com- 
plained about  nurses  in  his  medical  center  working  somewhere  else  even  when  a 
reservist  replaced  them.89  The  first  two  participants  were  Major  Dena  Norton  and 
Major  Kathleen  Srsic-Stoehr.90  Norton  came  from  the  Nursing  Research  Service 
at  WRAMC,  and  her  special  project  was  to  survey  civilian  anesthesia  schools  and 
students  to  gauge  interest  in  a tuition  assistance  plan.  The  National  Guard  eventu- 
ally funded  a tuition  assistance  program  based  on  her  findings.91  Srsic-Stoehr  sat 
in  on  high-level  meetings  and  reviewed  and  analyzed  manpower  databases — both 
civilian  and  military — as  her  special  project.  She  described  the  interplay  of  the 
senior  officers’  personalities  in  the  chief’s  office.  Slewitzke,  for  example,  was 
passionate  about  issues.  Srsic-Stoehr  recognized  how  much  Slewitzke  cared  for 
the  Corps  and  fought  to  keep  it  in  the  forefront.  The  assistant  chief  of  the  Corps, 
Colonel  Eily  R Gorman,  was  perceptive,  conscientious,  and  inquisitive,  and  she 
always  asked  the  right  questions  and  saw  beyond  the  obvious.  Colonel  Audre 
McLoughlin,  the  Army  Nurse  Corps  consultant  in  the  Consultant’s  Branch,  was 
knowledgeable  in  both  an  academic  and  a practical  sense.92 

Several  years  later,  in  1986-1987,  Lieutenant  Colonel  Gar  Yip  served  in  the 
three-month  fellowship  and  also  carried  out  a number  of  projects  such  as  devel- 
oping the  hospital  white  duty  uniform,  evaluating  a 600-response  civilian  nurse 
survey,  and  analyzing  the  Workload  Management  System  for  Nursing.93  During 
her  fellowship,  Major  Nancy  Molter  devised  an  Army-wide  questionnaire  seeking 
to  modify  the  criteria  for  the  critical  care  nurse  skill  identifier.  The  data  gathered 
stimulated  innovative  regulation  change.  No  office  space  was  available  for  Molt- 
er, so  she  typically  would  sit  at  the  desk  of  anyone  who  was  not  present.  If  all  were 
there,  she  occupied  a cupboard  down  the  hall  with  a Canadian  dental  officer.  The 
location  of  the  Office  of  the  Chief  of  the  Corps  explained  the  cramped  quarters. 
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A while  after  her  fellowship  concluded  and  Major  Kathleen  Srsic-Stoehr,  right,  returned  to  duty  at  Fort 
Belvoir,  she  escorted  Brigadier  General  Connie  Slewitzke,  left,  who  was  making  an  official  visit  to 
DeWitt  Army  Community  Hospital  at  Fort  Belvoir,  Virginia. 

Photo  courtesy  of  Colonel  Kathleen  Srsic-Stoehr,  McLean,  VA. 

It  was  situated  in  the  E-Ring,  prime  real  estate  in  the  Pentagon.  On  a lighter  note, 
Molter  set  a personal  goal  to  beat  Gorman  to  work  in  the  morning,  but  no  matter 
how  early  she  arrived,  Gorman  was  always  there.  The  best  she  could  do  was  get 
there  at  6:10  one  morning  only  to  find  her  senior  officer  already  making  the  cof- 
fee. She  never  got  there  before  her!94 

The  enthusiasm  and  resolve  of  all  involved  ultimately  made  the  fellowship  pro- 
ductive. The  fellows’  participation  furnished  them  with  a personal  insight  into 
the  attitudes  of  the  senior  officers  working  under  conditions-  of  intense  pressure 
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While  Major  Nancy  Molter  was  serving  as  the  Army  Nurse  Corps  fellow,  she  was  promoted  to  lieuten- 
ant colonel.  Brigadier  General  Connie  Slewitzke  (left)  and  Colonel  Elizabeth  Finn  (right)  pinned  on 
Molter’s  new  rank  insignia  in  December  1984. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


generated  by  the  immediacy  of  multiple  complex  issues.  The  fellowship  in  the  Of- 
fice of  the  Chief,  Army  Nurse  Corps,  continued  into  the  1990s,  at  which  time  the 
Corps  expanded  the  program  to  a year.  This  change  was  dictated  by  the  fact  that 
the  original  participants  consumed  the  first  four  weeks  of  their  three-month  fel- 
lowship orienting  themselves  and  feeling  comfortable  enough  to  do  the  work.  Ma- 
jor Kathleen  Tracy  was  the  first  Army  nurse  to  serve  in  the  extended  fellowship.95 

Not  all  the  issues  relating  to  Army  Nurse  Corps  education  and  the  development 
of  its  officers,  however,  were  positive  and  encouraging.  Some  challenges  to  the 
educational  status  quo  threatened  the  Corps  overall  high  quality.  Such  was  the 
case  with  the  entry-level  education  issue. 

Driven  by  the  persistent  shortages,  external  forces  again  tested  the  Army  Nurse 
Corps  1974  regulation  mandating  that  all  its  active  duty  officers  have  a minimum 
of  a baccalaureate  degree  in  nursing.96  In  July  1989,  the  House  of  Representa- 
tives Armed  Services  Committee  approved  a bill  authorizing  the  three  military 
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nursing  services  to  again  accept  nurses  with  an  associate  degree  or  a diploma  in 
nursing  from  a hospital  school.97  The  Navy  Nurse  Corps,  with  its  most  critical 
shortages,  supported  the  legislation.  However,  the  Air  Force  Nurse  Corps  and 
the  Army  Nurse  Corps  General  Clara  L.  Adams-Ender  vigorously  opposed  it.  Of 
course  Adams-Ender  would  support  the  mandate  if  it  became  law,  but  she  insisted 
on  maintaining  professional  nurse  quality  and  believed  that  accepting  a lesser 
educational  level  was  a step  backward.98  She  reasoned  that  with  a baccalaureate- 
educated  nurse,  the  Army  knew  what  it  was  getting  and  what  it  could  do  with  the 
officer.99  Opposing  the  legislation,  Adams-Ender  relied  on  an  interesting  strategy. 
She  wrote,  “In  these  situations  . . . you  have  to  fake  it  until  you  make  it,  [and] 
sometimes  you  are  faking  it  up  to  the  last  minute.”  She  told  legislators  that  she 
considered  the  Corps  already  in  compliance  with  the  intent  of  the  bill  because  it 
accepted  less  than  baccalaureate  graduates  into  the  Army  Reserve  and  Army  Na- 
tional Guard,  just  not  in  the  active  component.  Once  they  earned  their  bachelor’s 
degrees,  these  Army  nurses  were  then  eligible  for  active  duty.  She  argued  for  “the 
best  folks  I can  have.  I can’t  be  mixing  them  up  with  all  sorts  of  other  kind  of 
folks.”100  All  the  former  chiefs  of  the  Army  Nurse  Corps,  representing  almost  a 
half-century  of  leadership  in  Army  nursing,  objected  to  the  measure.  Collectively, 
they  wrote  to  Senator  Daniel  Inouye,  member  of  the  Defense  Subcommittee  and 
long-time  advocate  of  military  nursing,  asking  his  support  in  defeating  the  bill  in 
the  Senate.101  Inouye  replied  favorably,  and  through  his  efforts  the  bill  failed  to 
become  law.102  In  1992,  Adams-Ender  recalled: 

That  was  2 years  ago  and  we  did  not  have  any  further  discussion  on  the  BSN  [bachelor  of  science  in 
nursing]  thing.  I really  wanted  to  know  how  to  put  that  to  rest  once  and  for  all.  Things  that  are  impor- 
tant in  management  and  leadership  are  one,  get  people  into  positions  where  you  don’t  have  to  worry 
about  whether  or  not  they  can  do  their  job,  and  two,  find  out  how  you  can  fix  something  so  it  will  stay 
fixed.  Those  two  things  are  tough,  because  you  don’t  have  full  control.  ... 103 

This  was  but  one  of  a series  of  perennial  efforts  that  had  the  potential  to  de- 
grade the  caliber  of  the  Army  Nurse  Corps.  At  best  it  was  an  attempt  to  overcome 
a severe  nurse  shortage.  At  worst  it  represented  a covert  effort  to  limit  the  Corps 
quality,  authority,  and  influence.  In  any  case,  it  failed.  Fortunately  the  Corps  stat- 
ure remained  inviolate  and  regrettably  the  serious  shortfall  of  Army  Nurse  Corps 
officers  persisted  throughout  the  1980s. 
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Chapter  Ten 

The  Shortage  Intensifies 


One  major  and  recurring  issue  that  the  Army  Medical  Department 
(AMEDD)  faced  during  the  1980s  was  a critical,  wide-ranging  shortage 
of  personnel.  Severe  shortages  of  physicians  and  nurses  existed  in  all 
components— Active,  National  Guard,  and  Reserve— for  almost  the  entire  de- 
cade. A shortage  of  enlisted  medical  specialists,  the  paraprofessionals  who  pro- 
vided assistance  and  support  services,  exacerbated  the  situation.  Inadequate  train- 
ing of  enlisted  service  members  and  their  lack  of  satisfactory  qualifications  also 
worsened  the  state  of  affairs.  These  trends  also  appeared  in  every  echelon  of  the 
Army  and  the  AMEDD  and  permeated  the  affairs  of  the  Army  Nurse  Corps.  The 
Surgeon  General  judged  the  disparity  in  pay  between  the  military  and  civilian 
sectors  as  responsible  for  these  shortages  and  deficiencies.1  However,  the  dearth 
of  personnel  was  not  only  limited  to  the  Army  but  also  was  a worrisome  issue  in 
the  civilian  health  care  system. 

In  the  1980s,  professional  nursing  literature  reported  dire  staffing  circumstanc- 
es in  the  civilian  world.2  The  nurse  shortages  were  so  profound  that  the  U.S.  De- 
partment of  Health  and  Human  Services  Division  of  Health  Professions  Analysis 
studied  the  issues,  conferred  with  stakeholders,  compiled  statistics,  and  published 
a report  in  1981  that  would  serve  “in  a broad  interpretive  context”  as  a framework 
to  enhance  understanding  and  expand  the  dialogue  and  scrutiny  of  pertinent  is- 
sues.3 Its  findings  oversimplified  the  economic  interpretation  of  a highly  complex 
problem  and  were  predicated  on  the  fact  that  nursing  was  a predominantly  female 
profession  highly  sensitive  to  pay  trends.  The  study  revealed  that  nurses  partici- 
pated in  the  workforce  at  about  the  same  rate  as  women  in  other  analogous  career 
fields  and  experienced  approximately  the  same  number  of  problems  as  did  those 
in  similar  occupations  with  a significant  ratio  of  female  to  male  workers.  When 
nurses’  salaries  steadily  rose  in  the  late  1960s  after  the  introduction  of  Medicare, 
according  to  the  report,  the  supply  of  nurses  correspondingly  increased.  This  trend 
continued  until  1976  when,  inexplicably,  nurses’  wages  became  static  in  relation 
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to  those  of  other  predominantly  female  professions.  By  1978,  there  was  a definite 
decrease  in  entrants  into  nursing  educational  programs,  probably  because  females 
then  took  advantage  of  other  professional  options  virtually  denied  them  in  the 
past.  The  report  forecast  that  the  continued  shortage  of  professional  nurses  would 
endure  until  relative  wages  improved.  This  meant  that  little  could  “be  done  either 
to  hasten  the  market  processes  that  must  unfold  or  to  dampen  the  cyclical  fluctua- 
tions in  the  nurse  labor  market.”4 

Intensifying  the  nurse  shortage,  the  numbers  of  college  students  considering  a 
nursing  career  dwindled  in  the  1980s  and  also  created  a situation  with  long-range 
implications  for  Army  Nurse  Corps  recruiting.  In  1984,  63,257  students  expected 
to  become  nurses.  In  1985,  that  number  fell  to  53,321,  a 16  percent  decrease.  In 
1986,  only  42,846  college  students  planned  to  major  in  nursing,  approximately  a 
20  percent  reduction,  or  an  overall  decrease  of  33  percent  from  1984  to  1986.5 

Shortages  of  available  nurses  worsened  over  the  years.  The  American  Hospital 
Association  claimed  in  1987  that  nationwide  nurse  vacancy  rates  stood  at  13.5 
percent  and  had  more  than  doubled  within  a year.6  Contributing  to  the  problem 
were  decreased  interest  among  young  women  in  nursing  as  a career,  the  ill-ad- 
vised use  of  nurses  by  administrators  for  nonnursing  tasks,  and  low  wages  despite 
an  individual  nurse’s  expanding  educational  level  or  increased  experience.7 

The  AMEDD  attributed  the  crisis  within  the  military  to  the  competition  for 
nurses  in  a market  where  civilian  hospitals  were  providing  outstanding  improve- 
ments in  work  scheduling,  better  staffing  ratios,  and  enhanced  benefit  packag- 
es.8 Baptist  Medical  Center  in  Columbia,  South  Carolina,  for  instance,  offered  a 
$1,200  bonus  to  new  hires.  Employees  who  recruited  another  nurse  also  received 
$1,200.  Providence  Hospital  in  Columbia,  South  Carolina,  offered  similar  entice- 
ments and  paid  nurses  who  worked  two  12-hour  weekend  shifts  the  same  amount 
as  a 40-hour  week.9  Some  hospitals  in  Denver,  Colorado,  relied  on  benefits  such 
as  no-cost  child  care  and  free  cars  to  attract  nurses.10 

The  shortages  prevalent  in  the  civilian  sector  were  much  worse  in  the  Army 
Nurse  Corps.  The  Army  considered  the  shortfalls  a “war  stopper,”  meaning  the 
deficits  were  so  dire  that  they  would  prevent  or  seriously  inhibit  the  Army  from 
going  into  combat.11  In  fiscal  year  (FY)  1981  there  was  a slight  incongruity  be- 
tween the  Army  Nurse  Corps  actual  and  authorized  year-end  strengths,  3,833  and 
3,859,  respectively.  Still,  the  Corps  perceived  a pressing  need  for  more  nurses  be- 
cause manpower  team  surveys  calculated  huge  discrepancies  between  authorized 
levels  and  required  strength  numbers.  The  Air  Force  Nurse  Corps  (AFNC)  found 
itself  in  similar  circumstances.  In  1981,  it  reported  an  actual  year-end  strength 
of  4,149  officers  vis-a-vis  an  authorized  total  of  4,141.  It  too  predicted  that  more 
nurses  would  be  required  as  the  Air  Force  physician  shortage  resolved  because 
more  physicians  generated  a need  for  more  nurses.12  The  AFNC  traditionally  had 
more  officers  than  the  Army,  and  its  professional  staffing  was  “plush” — in  part, 
because  it  did  not  rely  on  licensed  practical  nurses  to  any  great  extent,  and  having 
smaller  hospitals  required  proportionately  larger  staffs  to  maintain  than  bigger 
hospitals.13  In  other  words,  those  hospitals  that  operated  fewer  beds  usually  were 
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less  efficient  personnel  wise  than  larger  hospitals.14 

By  1982,  the  Army  Nurse  Corps  authorized  year-end  strength  increased  slightly 
to  3,891.  However,  at  that  time,  manpower  survey  teams  calculated  personnel 
requirements  at  6, 343. 15  Authorizations  increased  slightly  again  in  1983  and  1984 
to  4,038  and  4,142,  respectively.16  Nonetheless,  the  glaring  incongruities  between 
authorized  and  required  numbers  not  only  persisted,  but  also  the  gap  steadily  wid- 
ened.17 In  FY  1988,  the  Army  Nurse  Corps  requirements  for  the  active  component 
stood  at  7,417,  with  the  authorizations  set  at  5, 01 8. 18 

Also  affecting  the  problem  was  the  fact  that  during  the  1980s,  the  Army  Nurse 
Corps  transitioned  from  using  the  Health  Services  Command  manpower  survey 
team  as  a tool  for  calculating  requirements  to  using  the  Workload  Management 
System  for  Nurses.  The  former,  the  Health  Services  Command  manpower  survey 
team,  used  a staffing  guide— outdated  even  in  the  1970s— with  yardsticks  as  stan- 
dards and  extra  personnel  allowances  based  on  added  missions,  greater  acuity  of 
patients,  and  physical  facility  factors.  These  criteria  guided  the  local  appraisal, 
conducted  every  two  years,  which  was  at  best  a subjective  assessment  to  arrive  at 
nursing  requirements.  The  Workload  Management  System  for  Nurses,  however, 
was  an  objective  system  that  portrayed  more  accurately  the  required  numbers  of 
nurses  needed  to  handle  the  workload.  Other  factors  that  caused  the  requirements 
to  surge  in  the  1980s  were  the  greater  level  of  patient  acuity,  advanced  technologi- 
cal complexity,  and  larger  patient  censuses.19 

In  1986,  1987,  and  1988,  the  Army  Nurse  Corps  recruited  only  26.2  percent, 
38  percent,  and  21.4  percent  of  its  goals,  respectively.  Analogous  statistics  for 
the  Navy  Nurse  Corps  showed  an  89.6  percent  attainment  in  1986,  97.9  percent 
in  1987,  but  a dramatic  plunge  to  17.5  percent  in  1988  as  the  shortage  intensi- 
fied. The  AFNC  achievement  of  recruiting  goals,  recorded  as  39.9  percent,  39.2 
percent,  and  36.9  percent  during  the  same  time,  demonstrated  the  greatest  consis- 
tency.20 After  recruitment  but  before  commissioning,  almost  half  of  Army  Nurse 
Corps  applicants  withdrew  because  the  salary  for  beginning  second  lieutenants 
was  about  $3,000  less  annually  than  starting  salaries  offered  in  civilian  hospitals. 
Compounding  the  servicewide  shortage  was  the  significant  numbers  of  nurses 
who  chose  to  leave  the  military  after  their  first  tour,  most  citing  better  civilian-sec- 
tor pay  as  their  reason  for  departing.21  From  1986  to  1988,  the  Army  documented 
retention  rates  (the  percentage  of  Army  nurses  who  chose  to  remain  in  the  Army 
after  their  first  commitment)  at  66  percent,  62  percent,  and  62  percent.22  The  Navy 
reported  similar  statistics  of  66  percent,  54  percent,  and  57  percent.  The  Air  Force 
kept  a slightly  larger  percentage  of  their  nurses,  70  percent  in  1986  and  1987  and 
69  percent  in  1988.  Adding  to  the  staffing  woes  were  the  unfilled  civilian  nurse 
positions.  In  1988,  the  Army  had  a civilian  vacancy  rate  of  10  percent;  the  Navy, 
20  percent;  and  the  Air  Force,  6 percent.23  By  1990,  the  statistics  revealed  im- 
provements in  the  nurse  corps  officer  retention.  That  year,  the  AFNC  reported  90 
percent  retention,  the  Army  cited  70  percent  retention,  and  the  Navy  Nurse  Corps 
had  only  a 60  percent  rate  of  retention  for  civilian  nurses.24 

Planners  in  the  Department  of  Defense  (DoD)  Office  of  Reserve  Medical 
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Planning  also  predicted  huge  mobilization  shortfalls  in  the  ranks  of  military  re- 
serve nurses.  Post-Vietnam  War  reserve  forces  doctrine  specified  that,  in  times  of 
war,  reserve  components  would  assume  the  bulk  of  responsibility  for  care  of  sick 
and  wounded  combatants.25  Doctrine  allocated  responsibility  for  70  percent  of  the 
AMEDD’s  field  hospitals  and  90  percent  of  the  Air  Force’s  medical  evacuation 
crews  to  the  U.S.  Army  Reserve  (USAR)  or  Army  National  Guard  (ARNG).  In 
the  event  of  a large-scale  war,  planners  projected  a need  for  43,500  nurses  across 
the  three  military  services.  However,  as  of  March  1982,  only  20,500  (or  47  per- 
cent) of  the  required  Active,  Guard,  Reserve  total  force  nurses  were  available. 
Shortages  were  most  marked  among  numbers  of  operating  room  nurses  and  anes- 
thetists. Surgical  specialties  in  all  DoD  reserve  component  units  were  60  percent 
below  authorizations  for  operating  room  nurses  and  59  percent  below  authoriza- 
tions for  nurse  anesthetists. 

To  obtain  more  reservists,  a DoD  task  force  recommended  that  these  specialists 
be  allowed  to  participate  in  military-sponsored  professional  courses,  offered  fi- 
nancial assistance  to  underwrite  anesthesia  education,  and  encouraged  to  actively 
participate  in  professional  nursing  organizations,  presumably  during  their  active 
duty  for  training  time.  The  services  also  eliminated  the  red  tape  in  the  reserve 
application  process,  thereby  reducing  the  lag  time  from  submission  of  request 
to  commission  as  an  Army  Nurse  Corps  officer  from  three  to  four  months  to  30 
days.26  These  measures  failed  to  avert  the  looming  crisis.  The  Army  Nurse  Corps 
saw  little  improvement  in  the  reserve  numbers.  By  1987,  the  Corps  had  only  35 
percent  of  nurse  anesthetists  and  50  percent  of  operating  room  nurses  required  for 
mobilization.27 

One  strategy  to  bridge  the  gap  was  to  employ  civilian  registered  nurses  in  Army 
Nurse  Corps  positions.  The  situation  was  so  serious  that  the  Corps  dropped  its 
long-held  reservations  regarding  the  use  of  civilian  professional  nurses.  Nonethe- 
less, the  supply  of  Army-employed  civilian  nurses  also  failed  to  meet  demand. 
As  of  September  1981, 2,162  civil  servants  were  working  as  professional  nurses 
in  Army  health  care  facilities  worldwide.28  By  FY  1984,  however,  the  AMEDD’s 
Civil  Service  Registered  Nurse  (CSRN)  workforce  had  a vacancy  rate  of  18  per- 
cent and  a voluntary  resignation  rate  of  12.6  percent,  which  rose  to  19.1  percent 
in  FY  1987. 29  By  1990,  the  vacancy  rate  for  CSRNs  exceeded  24  percent  and 
turnover  was  a turbulent  20  percent.30  Upon  resignation,  CSRNs  revealed  vari- 
ous satisfaction  or  dissatisfaction  factors  either  in  questionnaires  or  comments. 
Satisfaction  factors  included  practicing  in  a patient-focused  environment— most 
notably  with  professional  and  clinical  autonomy— providing  care  for  a challeng- 
ing population  of  patients,  and  working  under  the  clear  command  and  control 
structure  in  the  military.31  Dissatisfaction  factors  included  the  unsettling  and  fre- 
quently changing  duty  shift  rotations,  bleak  career-development  prospects,  re- 
current conflicts  with  military  nurses,  supervisors’  inattention  to  the  federal  civil 
service  system,  and  salary  rates.32  In  1987,  outgoing  Assistant  Chief  of  the  Corps 
Colonel  Eily  R Gorman— with  characteristic  keen  insight— advised  the  incoming 
chief,  Brigadier  General  Clara  L.  Adams-Ender,  that  there  were  some  correctable 
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Pictured  is  Colonel  Eily  P.  Gorman,  Assistant  Chief  of  the  Army  Nurse  Corps  (1987). 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


issues,  specifically  the  work  and  time  schedules  and  interpersonal  relationship 
difficulties.  She  emphasized,  however,  that  nurse  administrators  needed  to  be  en- 
couraged to  address  the  concerns.  Gorman  acknowledged  that  the  austere  career 
development  opportunities  for  CSRNs  made  for  a difficult  situation: 

We  can  hardly  stand  (in  terms  of  recruiting  and  retaining  green  suiters)  to  have  fewer  opportunities 
for  ANC  development,  nor  to  have  RNs  [CSRNs]  with  lower  educational  attainment,  in  supervisory 
role[s]  over  persons  [Army  nurses]  with  higher  educational]  level[s].  But  we  should  have  our  perfor- 
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mance  standards  for  [the]  ANC  written  so  that  differences  in  education— as  well  as  in  rank— can  be 
seen  to  make  a difference  in  responsibilities  and  patient  care.33 

Gorman  noted  that  some  installations  had  already  begun  writing  such  standards 
and  recommended  that  an  ad  hoc  group  examine  the  issues.34  Subsequently,  a 
Civil  Service  Task  Force  composed  of  both  military  and  civilians  met  in  1988 
to  develop  a lateral  progression  of  opportunities  for  career  advancement  for 
CSRNs.35  The  task  force’s  consensus  was  that  the  Army  Nurse  Corps  should  de- 
velop incentives  that  were  “ individually  based  to  facilitate  lateral  progression” 
or  CSRN  recognition.  The  task  force  hoped  that  incentives  would  motivate  the 
individual’s  professional  development  and  ultimately  improve  patient  care.  Thus, 
the  task  force  recommended  civil  service  grade  and  step  increases  for  deserving 
employees.  Criteria  such  as  the  employee’s  work  toward  educational  advance- 
ment, participation  in  continuing  professional  education,  personal  improvement 
through  specialty  training,  credentialing  or  certification,  research  activities,  writ- 
ing for  publication,  contributions  to  hospital  committees,  and  active  membership 
in  professional  organizations  were  the  basis  for  justifying  advancement.36 

The  CSRNs’  pay  issues  were  most  difficult  to  resolve.  Title  5,  U.S.  Code,  the 
General  Schedule  (GS)  pay  scale,  dictated  a fixed  salary  for  CSRNs  in  military 
hospitals.  In  contrast,  the  Veterans’  Administration  hospitals  and  later  the  Na- 
tional Institutes  of  Health  employed  nurses  under  the  authority  of  Title  38,  U.S. 
Code,  which  allowed  “flexibility  ...  for  entry  level  salaries  to  be  established  to 
remain  competitive  with  civilian  medical  facilities  wage  and  salary  schedules.”37 
For  economic  reasons,  civilian  registered  nurses  gravitated  to  Veterans’  Admin- 
istration hospitals  because  they  offered  more  equitable  and  generous  salaries  for 
comparable  duties  compared  with  military  hospitals. 

DoD  supported  various  pieces  of  legislation  to  attract  and  retain  CSRNs.  Some 
bills  never  became  law  and  others  took  years  to  be  enacted.38  Nonetheless,  the 
Army  did  obtain  legislative  approval  to  grant  special  pay  categories  for  civilian 
nurses  in  high-cost  areas,  for  those  who  functioned  as  charge  nurses,  and  for  those 
who  practiced  in  critical-care  settings.39  To  cut  the  lengthy  application  and  hiring 
process,  the  U.S.  Office  of  Personnel  Management  granted  direct-hire  authority 
to  local  military  installations  for  nurses  at  the  levels  of  GS-5,  GS-7,  and  GS-9.40 
Moreover,  Health  Services  Command  advertised  in  national  publications  to  at- 
tract more  civilians.  In  the  early  1980s,  the  Army  Nurse  Corps  also  authorized 
civilian  participation  in  Area  of  Concentration  courses  and  incorporated  instruc- 
tion about  Department  of  Army  Civilian  issues  into  the  Program  of  Instruction  for 
the  Officer  Basic  Course  in  April  198 8. 41  These  improvements  failed  to  alleviate 
the  CSRN  shortage.42  Clearly,  CSRNs  were  an  essential  element  of  the  nursing 
force  in  Army  hospitals.  The  unsafe  dearth  in  their  numbers  seriously  affected  the 
ability  of  the  Army  to  provide  quality  nursing  care. 

Adams-Ender,  chief  of  the  Army  Nurse  Corps  from  1987  to  1991,  referred  to 
CSRNs  as  “Army  nurses  in  disguise.”43  Actually,  many  CSRNs  were  simultane- 
ously Army  nurses  in  the  USAR  or  ARNG.  Colonel  John  M.  Hudock  recalled 
that  when  “attempting  to  identify  the  numbers  upon  mobilization,  many  MTFs  in 
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Colonel  John  M.  Hudock,  left,  Assistant  Chief  of  the  Army  Nurse  Corps  from  1987  to  1991,  accepts 
the  Legion  of  Merit  award  from  General  Clara  L.  Adams-Ender,  right,  on  the  occasion  of  his  retire- 
ment in  September  1991 . 

Photo  courtesy  of  Colonel  John  Hudock,  Hazleton,  PA. 
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CONUS  [military  treatment  facilities  in  the  continental  United  States]  would  be 
short  civilian  nurses  because  they  mobilized  as  Army  Nurses.”  Hudock  noted  that 
when  he  retired  in  1991,  civilian  personnel  offices  “were  still  trying  to  sort  out 
the  numbers.  The  nurse  shortage  problem  was  actually  amplified  by  the  ‘double 
counting’.” Like  the  CSRNs,  many  contract  nurses  served  in  dual  roles.  While 
they  worked  as  temporary  or  agency  nurses  in  Army  hospitals,  they  also  were 
Army  Nurse  Corps  officers  in  the  USAR  or  ARNG.44 

On  a grassroots  level,  Army  nurses  worked  diligently  to  compensate  for  the 
insufficient  staff.  At  Moncrief  Army  Community  Hospital,  Fort  Jackson,  South 
Carolina,  shortages  were  particularly  grave  in  1988.  Local  staffing  agencies  could 
not  provide  Moncrief  Army  Community  Hospital  with  contract  nurses  to  supple- 
ment the  permanent  staff,  and  no  replacements  were  available  for  the  7.5  civilian 
nurse  vacancies.  Fifteen  Army  Nurse  Corps  officers  transferred  from  the  hospital 
that  year  but  it  received  only  eight  replacements,  none  of  whom  were  the  ur- 
gently needed  company  grade  (captain  or  lieutenant)  medical-surgical  nurses.45 
One  medical  ward  and  the  labor  and  delivery  suite  were  forced  into  12-hour  shifts. 
Nursing  supervisors  admitted  and  discharged  patients,  transcribed  orders,  and  did 
what  they  could  to  actively  help  the  ward  staff.  Even  in  these  difficult  circum- 
stances, nurses  continued  to  draw  blood  samples  after  the  laboratory  staff  made 
their  daily  morning  rounds  and  they  continued  to  transport  patients  throughout  the 
hospital.  Most  department  of  nursing  employees  were  extremely  dissatisfied  and 
resigned  their  positions  when  they  could.46 

At  Fitzsimons  Army  Medical  Center  (FAMC)  in  Aurora,  Colorado,  staff  frus- 
tration underscored  the  extreme  shortages  of  personnel  and  funding.  Brigadier 
General  Thomas  Geer,  the  FAMC  commander,  admitted  to  sending  patients  to 
local  civilian  hospitals  for  care  on  a daily  basis  because  there  were  not  enough 
nurses.  Major  William  Marx,  a surgeon,  acknowledged  that  often  he  did  not  know 
who  would  have  surgery  until  the  last  minute,  adding  that  FAMC  had  patients 
lined  up  “outside  the  operating  room  door,  waiting  to  see  who  will  get  in  and  who 
won’t.”  Major  Kate  Robertson,  head  nurse  of  the  Surgical  Intensive  Care  Unit, 
lamented  that  if  there  was  insufficient  nursing  staff,  “someone’s  brain  surgery  or 
heart  surgery  gets  postponed.”47  Marx  affirmed  that  FAMC  was  “top-heavy  with 
doctors,  but  we  can’t  get  enough  nurses.”  Consequently,  nurses  worked  doubly 
hard.  Major  Sheila  Harris,  head  nurse  of  the  Coronary  Care  Unit,  asserted  that  the 
nurses  gave  “110  percent  constantly.  You  do  more  than  should  really  be  expected 
of  you.”  The  military  nurses  also  carried  most  of  the  overtime  burden.  Since  the 
hospital  had  to  “pay  overtime  to  the  civilian  nurses  but  not  military  nurse  officers, 
the  latter  [were]  asked  to  work  extra  hours  when  necessary.”  Marx  concluded  that 
“just  to  maintain,  we  abuse  our  military  nurses.”48 

Similarly  bleak  working  conditions  existed  at  other  Army  medical  centers.  An 
unflattering  investigative  report  published  in  Reader’s  Digest  divulged  that  per- 
sonnel shortages  compelled  the  commander  of  the  Walter  Reed  Army  Medical 
Center  (WRAMC)  to  close  four  of  17  operating  rooms  at  one  point  during  the 
1980s.49  In  the  summer  of  1985,  WRAMC  had  to  close  80  beds,  or  two  average- 
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sized  wards,  because  of  shortfalls  in  the  numbers  of  nurses  and  administrative 
staff.50  In  this  same  period,  the  Joint  Commission  for  the  Accreditation  of  Hos- 
pitals threatened  to  rescind  its  accreditation  of  Madigan  Army  Medical  Center, 
Tacoma,  Washington,  because  of  staffing  deficiencies,  particularly  intensive  care 
nurses.  A second  civilian  health  care  professional  panel  reviewed  the  situation 
at  Madigan  and  declared  the  ratio  of  professional  nurses  “to  lesser  trained  staff’ 
was  unacceptable.51  At  Brooke  Army  Medical  Center,  similar  unsatisfactory  cir- 
cumstances existed.  There,  patients  languished,  waiting  in  a queue  for  about  three 
months  to  be  hospitalized  for  orthopedic  surgery.52 

Navy  nurses  also  had  concerns.  A study  quoted  one  Navy  nurse:  “I  believe  it  is 
very  dangerous,  with  2 nurses  on  a 40-bed  ward,  with  corpsmen  staff  ...  to  su- 
pervise closely,  but  cannot,  due  to  overworked  nurses.”  Another  complaint  about 
“always  being  asked  to  do  more  with  less  (people,  supplies,  etc.)  is  very  discour- 
aging. . . . Administrators  seem  more  concerned  with  paperwork  . . . than  they  are 
with  the  population  we  are  trying  to  serve.”53 

A 1988  Air  Force  study  revealed  that  46  percent  of  Air  Force  nurses  worked  50 
hours  or  more  a week  and  59  percent  considered  their  nursing  unit  understaffed. 
Moreover,  53  percent  of  the  Air  Force  nurses  responding  to  the  questionnaire 
believed  that  “the  compensation  received  is  ‘less’  to  ‘much  less’  than  the  contribu- 
tion they  make  toward  health  care  service  in  the  Air  Force.”54 

A draft  study  report  written  by  the  Association  of  the  United  States  Army,  an 
unofficial,  independent  organization,  concluded: 

The  Army  has  not  exactly  covered  itself  with  glory  in  its  treatment  of  nurses  compared  to  other  pro- 
fessions in  the  AMEDD.  The  accession,  utilization  and  promotion  policies  of  the  Nurse  Corps  indicate 
a lack  of  imagination,  image  and  fulfillment.55 

It  added: 

The  mixture  of  military  nurses  and  civilian  nurses  seemingly  helps  solve  the  problem.  It  also  ex- 
acerbates the  problem.  From  a labor  relations  point  of  view,  the  mixing  of  military,  civilian,  gen- 
eral schedule,  civilian  personnel  contract,  and  other  civilian  contract  personnel  would  try  the  pa- 
tience of  Job  and  require  the  labor  acumen  of  Samuel  Gompers,  John  L.  Lewis,  and  Sidney  Hilsman 
combined. 

How  the  Army  does  as  well  as  it  does  with  the  nurses  it  has  is  a tribute  to  the  dedication  of  these 
great  people.56 

Although  the  dimensions  of  the  Army  nurse  shortage  were  overwhelming  for 
a while,  they  were  not  insurmountable.  A combination  of  evolving  conditions  in 
the  civilian  nursing  world,  a tincture  of  time,  and  a collection  of  ingenious  strate- 
gies ultimately  rectified  that  particular  iteration  of  the  nurse  shortage  problem. 
Both  Brigadier  General  Connie  L.  Slewitzke  and  her  successor,  General  Clara 
L.  Adams-Ender,  as  Chief,  Army  Nurse  Corps,  worked  to  improve  recruitment 
and  retention.  They  initiated  a large-scale  survey  of  Army  Nurse  Corps  officers 
to  gather  opinions,  solicit  ideas  for  solutions,  and  gauge  levels  of  satisfaction.57 
They  also  convened  focus  groups  to  strategize  on  the  issues.  In  addition,  they 
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conferred  with  the  sister  services,  the  Navy  Nurse  Corps  and  AFNC,  to  create  a 
unified  approach.58 

Slewitzke  and  Adams-Ender  also  directed  the  concentrated  intelligence  of  the 
annual  Army  Nurse  Corps  Strategic  Planning  Conference  to  brainstorm  on  issues 
and  their  solutions.59  They  supported  unit-level  efforts  in  the  military  treatment 
facilities  to  find  answers  to  the  shortages.60  They  answered  numerous  inquiries 
about  the  shortage  from  congressional  and  Department  of  Army  levels.61  They 
also  enlisted  the  support  of  the  Defense  Advisory  Committee  on  Women  in  the 
Services  that  in  turn  recommended  “that  the  Secretary  of  Defense  take  timely  and 
positive  action  to  resolve  nurse  accession,  retention,  compensation,  promotion, 
and  motivation  issues.”62  Finally,  they  implemented  their  carefully  considered 
plans  to  augment  numbers  in  the  Active  Army  (COMPO  1),  the  ARNG  (COMPO 
2),  and  the  Reserve  (COMPO  3). 63 

At  congressional  direction,  the  Army  Nurse  Corps  conceived,  recommended, 
and  carried  out  several  recruitment  and  retention  strategies.  Major  incentives  to 
improve  recruitment  of  Army  nurses  to  the  active  component  and  make  the  Corps 
competitive  with  civilian  hospitals  included  the  Army  Nurse  Candidate  Program 
and  the  Army  Nurse  Corps  Accession  Bonus  Program. 

The  Army  paid  nursing  students  in  the  Army  Nurse  Candidate  Program  $500 
monthly  for  the  final  two  years  of  their  collegiate  program  and  subsequently 
awarded  them  a one-time  $5,000  accession  bonus  when  they  were  commissioned. 
In  return,  candidates  agreed  to  serve  on  active  duty  for  no  fewer  than  four  years. 
This  program  started  in  May  1990.  By  1993,  91  nursing  students  were  enrolled, 
and  program  participation  grew  steadily  every  year.64 

The  Army  Nurse  Corps  Accession  Bonus  Program  also  offered  a one-time 
$5,000  accession  bonus  to  any  eligible  registered  nurse  who  accepted  a commis- 
sion and  agreed  to  serve  on  active  duty  for  at  least  four  years.  As  early  as  May 
1990,  the  Army  was  processing  1 86  application  packets  for  these  programs.65  The 
Army  also  implemented  the  program  on  a test  basis  for  USAR  recruiting  in  se- 
lected states.  By  1993,  the  Army  Nurse  Corps  leadership  justifiably  considered 
the  program  successful.  In  those  states  included  in  the  test  program,  almost  all 
available  vacancies  in  the  USAR  were  filled.  Based  on  these  results,  the  leader- 
ship speculated,  expanding  the  program  across  the  country  would  be  a worthwhile 
venture.66 

Another  proposal  to  open  a collegiate  nursing  program  at  the  Uniformed  Ser- 
vices University  of  the  Health  Sciences  (USUHS)  surfaced  as  an  option  to  deal 
with  the  militarywide  nursing  shortage  in  the  late  1980s.67  This  was  an  old  idea. 
In  April  1 974,  the  Army  considered  closing  the  Walter  Reed  Army  Institute  of 
Nursing  (WRAIN)  because  of  the  limited  budget.  At  that  time,  The  Surgeon  Gen- 
eral asked  the  USUHS  Board  of  Regents  to  consider  assuming  responsibility  for 
a baccalaureate  program  in  nursing.  The  board  rejected  this  proposal  because  of 
the  lackluster  retention  rate  of  WRAIN  graduates.  Of  the  925  students  who  began 
the  WRAIN  program  between  1964  and  1969,  only  562  (61  percent)  completed 
the  course,  and  among  graduates,  only  232  (41  percent)  fulfilled  their  service 
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commitment.  By  1 974,  only  5 1 (22  percent)  of  those  who  fulfilled  their  obligation 
were  still  on  active  duty.68  In  1976,  when  WRAIN  was  closing,  USUHS  reconsid- 
ered the  proposal.69  A USUHS  Feasibility  Study  Group  for  a School  of  Nursing 
composed  of  nurse  officers  from  all  the  federal  services  analyzed  the  issues  and 
proposed  options.70  The  group’s  most  favored  solution  was  to  subsidize  education 
in  civilian  institutions  to  achieve  “a  varied  program  selection,  cheaper  cost,  less 
drain  on  available  manpower,  and  cross  fertilization  resulting  from  exposure  to 
diverse  philosophies  of  education.”  If  that  option  was  unacceptable,  an  alternative 
was  to  establish  a USUHS  School  of  Nursing  as  a two-year  upper-division  course 
or  a three-year  accelerated  baccalaureate  program.  All  “other  options  considered 
would  prove  most  difficult  to  justify  and  defend  in  any  budget  hearing.”71  Since 
the  shortage  in  military  nurse  accessions  was  gradually  resolving,  the  board  of  re- 
gents did  not  act,  concluding  that  although  “the  University  stands  ready  to  discuss 
any  future  need,  it  did  not  plan  to  become  involved  in  nursing  education  at  that 
time.”72  Because  nursing  shortages  are  cyclical,  so  too  are  repetitive  solutions, 
and  this  idea  resurfaced  about  a decade  later. 

In  1989,  Army  Nurse  Corps  leaders  collaborated  with  the  other  uniformed 
services  to  again  probe  the  feasibility  of  a baccalaureate  program  in  nursing  at 
USUHS.  An  AMEDD  Office  of  The  Surgeon  General  task  force  had  recommended 
to  the  secretary  of  the  Army  the  restoration  of  an  educational  program  that  would 
allow  the  Army  to  educate  its  own  baccalaureate  nurses.”73  Jay  P.  Sanford,  the 
dean  of  USUHS’s  medical  school,  responded  by  appointing  Rear  Admiral  Faye  G. 
Abdellah,  a nurse  who  had  served  as  the  deputy  surgeon  general  of  the  U.S.  Public 
Health  Service,  to  chair  an  ad  hoc  committee  composed  of  representatives  from 
the  federal  nursing  services.  Sanford  instructed  them  to  investigate  the  possibility 
of  setting  up  a college  of  nursing  within  USUHS.  The  task  force  recommended 
a program  “that  would  combine  both  academic  and  professional  education  with 
operational  readiness,  allow  for  multiple  entry  and  exit  options,  and  provide  both 
baccalaureate  and  graduate  programs.”  Members  proposed  admitting  sufficient 
full-time  students  to  graduate  300  nurses  annually  for  the  uniformed  nursing  ser- 
vices. Graduates  would  agree  to  active  duty  and  reserve  service  in  exchange  for 
their  education.74  The  Army,  Navy,  and  Air  Force  surgeons  general  were  reluc- 
tant to  endorse  the  plan,  however,  predicting  that,  once  more,  low  retention  rates 
would  plague  the  program.  Consequently,  the  board  of  regents  rejected  the  task 
force’s  recommendations.75  The  veto  of  the  surgeons  general  was  strange.  Since 
May  1978,  Army  regulations  prohibited  female  officers  from  having  their  service 
obligations  for  educational  subsidies  forgiven  by  reason  of  pregnancy,  the  usual 
cause  for  attrition  in  females  in  the  past.76 

However,  other  factors  were  involved.  Brigadier  General  Hazel  Johnson,  the 
last  director  of  WRAIN,  thought  that  a baccalaureate  program  “would  have  been 
a costly  effort  in  terms  of  personnel.”  “Then  again,”  she  added,  “did  we  want  an 
undergraduate  school  in  a school  where  all  other  students  were  in  graduate  educa- 
tion.” She  judged  it  better  to  handpick  students  from  across  the  country  and  subsi- 
dize their  education  with  the  Reserve  Officers’  Training  Corps  (ROTC)  in  civilian 
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institutions  rather  than  opening  a school  and  moving  all  the  students  there.  John- 
son emphasized  the  importance  of  a “diversity  of  philosophies  which  has  been  a 
strength  of  the  Corps,  bringing  together  people  from  a variety  of  backgrounds  to 
work  together.”77  Moreover,  by  the  early  1990s,  there  were  adequate  numbers  of 
military  nurses  and  some  even  saw  a glut,  a dramatic  upswing  typical  in  the  after- 
math  of  nursing  shortages.  Furthermore,  all  three  military  nursing  branches,  like 
their  services,  were  appreciably  reducing  personnel.  Taken  together,  these  factors 
contributed  to  the  rejection  of  an  undergraduate  college  of  nursing  at  USUHS.  The 
concept  of  having  a permanent  military  entry-level  nursing  program  fell  victim  to 
the  circumstances  of  the  post-Cold  War  period — budget  constraints,  difficulties  in 
starting  a new  program  when  the  Army  was  cutting  divisions,  high  attrition  rates, 
insufficient  faculty,  a lack  of  educational  diversity,  a dearth  of  clinical  practicum 
sites,  and  unpredictability  in  the  supply  of  nurses. 

Having  failed  to  gain  the  approval  to  establish  a baccalaureate  program,  the 
planning  group  instead  deliberated  about  opening  a graduate  program  to  educate 
family  nurse  practitioners,  nurse  anesthetists,  and  nurse  midwives  for  the  uni- 
formed services.  Senator  Daniel  K.  Inouye  was  the  strongest  congressional  ally 
for  the  Graduate  School  of  Nursing  (GSN)  at  USUHS.  Through  his  efforts,  Con- 
gress appropriated  funds  to  support  the  school’s  opening  and  operation.78  The 
charter  class  of  three  family  nurse  practitioner  students — all  affiliated  with  the 
U.S.  Public  Health  Services — began  their  studies  in  the  summer  of  1993.  When 
the  nurse  anesthetist  program  earned  academic  accreditation  in  1994,  eight  stu- 
dents matriculated  in  that  advanced  practice  specialty.79  The  original  demand  for 
family  nurse  practitioners  emanated  from  the  U.S.  Public  Health  Service.  The 
push  to  open  a facility  to  educate  nurse  anesthetists  came  from  the  U.S.  Air  Force 
because  these  specialists  were  in  great  demand  in  the  smaller  Air  Force  hospitals. 
Both  the  U.S.  Public  Health  Service  and  the  Air  Force  encountered  great  difficulty 
in  recruiting  and  retaining  these  specialties.80  In  these  early  days,  the  Army  did  not 
participate  in  these  programs. 

According  to  the  Army  surgeon  general,  Lieutenant  General  Alcide  LaNoue 
( 1 992-1996),  the  AMEDD  would  not  furnish  faculty  for  the  school  because  Army 
nurses  were  in  short  supply  as  a result  of  Army-wide  personnel  reductions.  Nor 
could  the  AMEDD  sponsor  Army  students  at  USUHS,  particularly  in  the  anes- 
thesia program,  because  it  was  supporting  its  own  nurse  anesthesia  education 
program  for  direct  accession  applicants.  AMEDD  treatment  facilities  could  not 
offer  the  USUHS  students  hands-on  anesthesia  clinical  experience  because  their 
own  internal  anesthesia  program  was  making  full  use  of  clinical  facilities  in  the 
Washington,  D.C.,  area.81 

Brigadier  General  Nancy  R.  Adams,  chief  of  the  Army  Nurse  Corps  (1991— 
1995),  adopted  a similar  position  regarding  the  GSN  at  USUHS.  Adams  was  con- 
cerned that  active  participation  in  the  GSN  program  would  detract  from  the  Corps 
ability  to  support  students  in  civilian  educational  curriculums,  adding  that  Army 
nurses’  attendance  in  civilian  venues  showcased  the  Army  Nurse  Corps  talent  to 
its  civilian  counterparts  and  helped  to  recruit  new  officers.  Adams  also  favored 
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Several  Army  nurses  served  as  the  commandant  of  the  Graduate  School  of  Nursing  at  the  Uniformed 
Services  University  of  Health  Sciences.  One  of  those  was  Colonel  Constance  J.  Moore. 

Photo  courtesy  of  Colonel  Constance  J.  Moore,  El  Paso,  TX. 


the  exposure  to  a wide  diversity  of  civilian  programs  that  ultimately  contribut- 
ed to  the  Corps  diverse  pool  of  professional  knowledge  but  conceded  that  using 
the  USUHS  facilities  for  the  didactic  phase  of  anesthesia  education  made  sense 
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because  of  the  exposure  afforded  to  the  cutting-edge  science  courses  already 
made  available  for  the  medical  students.  Still,  she  had  significant  reservations 
about  the  proposed  advanced  practice  programs  at  USUHS  because  of  the  intense 
competition  for  practicum  sites  in  the  D.C.  area  and  her  reservations  “about  the 
influence  of  the  medical  model  for  the  preparation  of  advanced  practice  nurses.”82 
Adams  believed  that  a “strong  nursing  component  was  lacking”  at  USUHS  be- 
cause the  school  was  “essentially  isolated  from  a mainstream  academic  setting”  of 
nursing.  She  was  convinced  that  “the  motivation  to  have  a nursing  program  was 
an  attempt  to  increase  the  support  of  the  school  to  make  it  more  difficult  to  close.” 
During  President  Clinton’s  administration,  several  attempts  surfaced  favoring  the 
closure  of  USUHS.  Their  overriding  objective  was  to  save  money.  Within  one 
year,  the  U.S.  Senate  successfully  countered  the  first  proposal  spearheaded  by 
Vice-President  Albert  Gore,  Jr.  Senator  Russell  Feingold  subsequently  introduced 
another  legislative  attempt  to  close  USUHS.  Senators  Daniel  Inouye  and  Sam 
Nunn  effectively  laid  that  scheme  to  rest  with  the  dissemination  of  a highly  favor- 
able 1995  GAO  (Government  Accountability  Office)  report.83 

With  new  Army  Nurse  Corps  leadership  in  1996  and  the  continuing  evolution  of 
the  GSN,  the  Army  Nurse  Corps  relationship  with  the  GSN  at  USUHS  changed. 
The  new  chief  of  the  Corps,  General  Bettye  Simmons,  sent  a few  Army  students 
to  USUHS  to  maintain  the  educational  diversity  of  the  Corps  while  simultaneous- 
ly demonstrating  Army  support  of  USUHS  in  “deed  as  in  word.”  The  Army  Nurse 
Corps  then  found  the  program  “sound.”  Colonel  Susan  McCall,  the  new  assistant 
chief  of  the  Corps,  saw  a faculty  linked  with  mainstream  academia  and  publish- 
ing in  professional  journals.  The  Army  Nurse  Corps  began  to  assign  officers  as 
faculty,  and  even  the  commandant  of  the  GSN  was  an  Army  Nurse  Corps  officer. 
McCall  and  Simmons  envisioned  the  GSN  at  USUHS  as  an  opportunity  to  offer 
graduate  education  to  more  Army  nurses  when  educational  funding  was  diminish- 
ing. Henceforth,  the  Army  Nurse  Corps  participated  and  supported  the  institution. 
Shortages  among  the  ranks  of  nurse  anesthetists  and  nurse  practitioners  were  im- 
portant factors  in  the  establishment  of  the  GSN.  However,  the  Army  Nurse  Corps 
also  implemented  other  measures  to  recruit  and  retain  these  and  other  specialists. 

To  relieve  the  extreme  shortages  of  nurse  anesthetists,  Congress  approved  in- 
centive pay  for  Certified  Registered  Nurse  Anesthetists  (CRNAs)  in  1989.  The 
Army  Nurse  Corps  offered  eligible  CRNAs  as  much  as  $6,000  annually  as  incen- 
tive special  pay  to  remain  on  active  duty.84  This  was  the  first  time  Congress  passed 
legislation  to  award  special  pay  bonuses  to  Army  Nurse  Corps  officers.85 

By  1994,  it  became  clear  that  compensation  in  the  form  of  incentive  pay  was 
failing  to  retain  CRNAs.86  In  the  1989  “Proud  to  Care”  survey,  Army  Nurse  Corps 
anesthetists  cited  monetary  compensation  as  their  most  important  point  of  dissat- 
isfaction. Many  expressed  their  unhappiness  by  leaving  the  service.  In  FY  1992 
and  FY  1993,  an  alarming  50  and  40  percent  of  the  CRNAs,  respectively,  resigned 
their  commissions  before  eligibility  for  retirement  and  immediately  after  fulfill- 
ing their  active  duty  service  obligation.87  Consequently,  Congress  passed  and  the 
president  signed  another  bill  into  law  that  authorized  an  increase  in  the  maximum 
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amount  of  incentive  pay  available  for  payment  to  certain  specialists,  including 
CRNAs,  to  $15,000  annually.88  Adams  noted  this  measure’s  ultimate  success  in 
affecting  the  retention  of  CRNAs,  reporting  that  in  FY  1995,  25  such  specialists 
were  eligible  to  separate  from  active  duty  after  completing  four  years  of  obli- 
gated service.  Of  the  25,  only  three  decided  to  leave  active  duty.89  Moreover,  other 
nonphysician  health  care  providers  in  all  three  military  services  became  eligible 
to  apply  for  the  benefit,  newly  referred  to  as  Board  Certification  Pay  (BCP).  To 
qualify  for  the  pay,  the  nurse  provider  needed  a master’s  degree  in  the  appropriate 
specialty,  board  certification,  and  local  hospital  privileging  in  the  specialty.  The 
applicant  for  BCP  also  had  to  substantiate  years  of  creditable  service  because 
computation  of  the  pay  was  based  on  years  of  service  in  the  specialty.90  By  May 
1997,  309  Army  Nurse  Corps  officers  were  receiving  BCP.  The  group  included 
210  nurse  anesthetists,  25  family  nurse  practitioners,  27  adult  nurse  practitioners, 
23  pediatric  nurse  practitioners,  1 1 obstetrics/gynecology  nurse  practitioners,  and 
13  midwives.  Certain  Army  community  health  nurses  and  clinical  nurse  special- 
ists also  became  eligible  for  BCP  in  1997.  At  that  time,  one  psychiatric  clinical 
nurse  specialist  privileged  by  WRAMC  to  prescribe  and  refill  certain  psychotro- 
pic drugs  applied  for  and  was  awarded  BCP.91 

In  another  effort  to  augment  the  supply  of  Army  nurses,  the  Army  Nurse  Corps 
also  increased  the  number  of  ROTC  scholarships  offered  to  collegiate  nursing 
students.  However,  this  effort  did  not  produce  many  more  ROTC  cadets.  In  school 
year  1988-1989,  it  made  available  40  four-year,  89  three-year,  and  37  two-year 
ROTC  scholarships.  In  school  year  1989-1990,  the  number  of  four-year  scholar- 
ships increased  to  293;  three-year  scholarships  increased  to  174;  and  two-year 
scholarships  increased  to  69.  Nevertheless,  several  students  declined  ROTC 
scholarships,  leaving  some  scholarships  unused.92  From  1988,  numbers  of  ROTC 
cadets  on  scholarships  fell  for  the  next  two  years.93  To  reinvigorate  the  program, 
the  ROTC  Cadet  Command  implemented  “Operation  Golden  Gale,”  a program 
designed  to  spark  the  interest  of  high  school  students  in  Army  nursing.  In  1989, 
ROTC  had  available  750  Golden  Gale  scholarships  for  nursing  students.  The 
Army  Nurse  Corps  also  assigned  four  additional  recruiters  to  find  potential  ca- 
dets. By  1989,  13  Army  Nurse  Corps  officers  were  actively  recruiting  for  ROTC, 
including  the  ROTC  command  chief  nurse,  four  regional  chief  nurses,  and  eight 
nurse  counselors.94 

The  ROTC  Command  also  used  the  Green  to  Gold  program  to  educate  more 
nurses  for  the  Army.  With  the  assistance  of  local  commanders,  the  AMEDD  Green 
to  Gold  Operation  identified  those  enlisted  soldiers  in  the  AMEDD  that  demon- 
strated the  potential  to  become  officers  and  facilitated  their  transition  from  active 
military  service  into  civilian  collegiate  nursing  programs  by  simultaneously  re- 
cruiting them  into  ROTC. 

The  Army  discharged  enlisted  soldiers  who  participated  in  this  program  and 
ended  all  previous  pay  entitlements  and  allowances.  The  discharged  soldiers  then 
received  ROTC  scholarships  augmented  by  the  new  GI  bill  or  the  Army  College 
Fund.  A ROTC  counterpart  battalion  and  the  in-service  recruiters  assisted 
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participants  in  completing  applications  for  ROTC  scholarships.  Soldiers  had  to 
have  served  at  least  two  years  on  active  duty  to  be  eligible  and  apply  for  an  early 
release  for  entry  into  the  ROTC  Nursing  Program. 

For  the  two-year  scholarship,  a Green  to  Gold  participant  needed  the  equiva- 
lent education  of  a college  junior  and,  for  a three-year  scholarship,  sophomore 
standing.  The  Army  required  students  requesting  a four-year  scholarship  to  have 
freshman  standing.  Applications  for  the  Green  to  Gold  program  required  letters  of 
acceptance  from  the  appropriate  college  admissions  office  and  from  the  school’s 
professor  of  military  science.  The  applicant  had  to  be  an  American  citizen  no 
older  than  25  years  of  age,  had  to  achieve  designated  Scholastic  Aptitude  Test, 
American  College  Testing,  or  General  Technical  scores,  and  comply  with  weight 
and  fitness  standards.  Scholarships  covered  tuition  assistance,  expenses,  fees,  re- 
quired books,  supplies,  and  equipment  as  well  as  a stipend  of  as  much  as  $ 1 ,000 
annually.95 

In  school  year  1988-1989,  ROTC  offered  nine  Green  to  Gold  scholarships  and 
it  offered  57  in  the  next  year.96  Major  Cory  V.  Perkins,  ROTC  enrollment  officer  at 
the  University  of  Texas  at  San  Antonio,  remarked  that  the  students — mostly  for- 
mer 91Cs,  Army  practical  nurses — were  older  and  more  mature  than  the  typical 
student  and  sometimes  needed  waivers  for  age.  Nonetheless,  they  were  fine  sol- 
diers and  goal-directed  students.97  Cadet  Lisa  A.  Toven,  for  example,  had  served 
several  years  as  an  enlisted  operating  room  technician  in  the  AMEDD.  She  entered 
the  Green  to  Gold  program  at  Seton  Hall  University  School  of  Nursing,  where  she 
completed  21  to  23  credits  every  semester  of  her  two  years  in  the  program.  Toven 
was  on  the  Dean’s  List  for  her  entire  time  at  Seton  Hall  and  graduated  magna  cum 
laude.  She  earned  many  awards,  such  as  the  Association  of  the  United  States  Army 
ROTC  Medal,  the  Pallas  Athene  Award,  the  George  C.  Marshall  Award,  and  Seton 
Hall’s  Military  Science  Medal.  The  nursing  faculty  nominated  her  for  member- 
ship in  Sigma  Theta  Tau,  the  international  nursing  honor  society.  In  1991,  Toven 
received  the  prestigious  Hughes-Lambert  Trophy  at  the  Pentagon,  distinguishing 
her  as  the  most  outstanding  ROTC  graduate  in  the  nation.98  She  continued  with  an 
exemplary  career  in  the  Army,  serving  as  an  operating  room  nurse  in  subsequent 
assignments  and  as  company  commander  with  the  28th  Combat  Support  Hospital 
at  Fort  Bragg,  North  Carolina.99  Toven’s  achievements  highlighted  the  wisdom 
and  advantages  of  investing  in  the  skills,  knowledge,  and  credentials  of  a few, 
select,  top-notch  performers  within  the  organization.  The  investment  the  Army 
made  in  this  fine  soldier  nurse  yielded  significant  dividends. 

The  AMEDD  Enlisted  Commissioning  Program  (AECP),  originally  called  the 
Medic  to  RN  Program,  was  another  effort  to  educate  potential  Army  nurses  that 
began  in  September  1990.  In  this  program,  selected  AMEDD  enlisted  soldiers 
could  complete  educational  requirements  for  a bachelor  of  science  in  nursing  de- 
gree. Participating  soldiers  had  to  already  have  completed  two  years  of  general 
education  credits  before  entering  the  program.  As  students,  AECP  participants 
received  their  normal  pay  and  allowance  for  up  to  two  years,  and  the  Army  paid 
their  tuition.  Upon  completion  of  their  studies  and  after  passing  the  National 
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Senior  ROTC  Cadet  Lisa  Toven,  right,  accepts  the  George  C.  Marshall  Award  at  the  George  C.  Mar- 
shall ROTC  Award  Seminar  in  April  1991 . Seminar  officials,  Colonel  McDevitt,  center,  and  Command 
Sergeant  Major  Hills,  left,  presided  at  the  award  ceremony. 

Photo  courtesy  of  Lieutenant  Colonel  Lisa  A.  Toven,  Oakton,  VA. 


Council  of  State  Boards  of  Nursing  Licensure  Examination,  the  state  licensing 
examination  for  professional  nurses,  the  Army  Nurse  Corps  commissioned  the 
AECP  participants. 

These  nurses  agreed  to  serve  three  years  in  return  for  the  first  year  of  Army 
support  in  school  and  to  serve  two  more  months  for  every  month  spent  in  school 
in  the  second  academic  year,  not  to  exceed  a total  obligation  of  four  years.  Origi- 
nally, the  Army  funded  the  first  year  of  the  program  for  up  to  100  participants. 
The  following  year,  the  Army  Nurse  Corps,  with  the  approval  of  the  vice  chief  of 
staff  of  the  Army,  raised  the  quota  to  125  participants.100  In  May  1992,  the  Army 
Nurse  Corps  commissioned  the  first  cohort  of  65  registered  nurses  who  partici- 
pated in  the  AECP.101  By  1992,  a total  of  370  enlisted  soldiers  had  participated, 
while  77  had  been  commissioned.  Corps  leaders  projected  that  number  would 
rise  to  88  commissioned  by  1993. 102  Although  the  program  worked  well  for  the 
Army  Nurse  Corps  in  the  short  term,  it  had  serious  long-term  consequences  for 
the  participants. 

After  only  a few  years,  the  military  careers  of  almost  all  the  Army  Nurse  Corps 
officers  who  took  advantage  of  the  AECP  were  in  jeopardy.  By  1996,  the  Berlin 
Wall  was  rubble,  the  Cold  War  was  only  a memory,  and  the  Army  was  in  the  midst 
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of  a massive  downsizing.  That  year,  the  AMEDD  instructed  a selection  board  to 
accept  fewer  than  50  percent  of  those  applying  for  voluntary  indefinite  status.103 
The  board  accordingly  failed  to  select  many  of  the  individuals,  by  then  mostly  first 
lieutenants,  who  took  advantage  of  the  AECP,  effectively  ending  their  active  duty 
careers.  Their  options  were  to  revert  to  their  prior  enlisted  status,  leave  active  duty 
and  shift  to  the  reserve  components,  transfer  their  commissions  to  another  service, 
or  separate  and  accept  a lump  sum  payment  as  severance  pay.  Nearly  all  the  AECP 
graduates  did  not  initially  qualify  to  retire  as  commissioned  officers  because  the 
law  specified  that  an  officer  must  accrue  10  years  of  active  commissioned  officer 
service  to  retire  as  a commissioned  officer  after  20  years.  The  Army  Nurse  Corps 
pursued  a one-time  exception  to  the  law  and  this  exception  was  granted,  thereby 
preserving  the  careers  of  a number  of  AECP  graduates.104 

But  as  this  process  was  unfolding,  most  of  the  AECP  cohort  was  unsurpris- 
ingly disillusioned  and  angry.  First  Lieutenant  Mary  Andrews  was  bitter.  Andrews 
had  been  in  the  Army  since  she  was  17  and  found  it  unbelievable  that  the  Army 
“would  do  this  to  me  now,  at  this  point.”  Andrews’  frustration  was  understand- 
able, as  one  board  denied  her  voluntary  indefinite  status  while  another  selected 
her  for  a promotion  to  captain,  almost  simultaneously.105  Army  requirements,  as 
usual,  took  priority  over  individual  needs  and  preferences,  with  results  that  were 
irrational  and  overwhelming  on  a personal  level. 

The  Army  Nurse  Corps  used  many  strategies  to  recruit  new  officers.  One  in- 
ducement first  made  available  early  in  the  1980s  offered  guarantees  for  certain 
area  of  concentration  courses.  If  applicants  accepted  a commission,  the  Army 
Nurse  Corps  granted  them  the  opportunity  to  attend  full-time,  on-duty  classes  at 
certain  military  treatment  facilities  and  learn  critical  care,  operating  room,  pediat- 
ric, psychiatric  mental  health,  or  obstetrics/gynecology  nursing.  When  completed, 
the  courses  would  qualify  graduates  to  hold  the  appropriate  area  of  concentration 
credentials  and  function  in  those  specialties.106 

Other  actions  taken  to  retain  Army  Nurse  Corps  officers  involved  making  full 
use  of  the  personnel  quotas  for  definite  term  extensions  and  expanding  the  con- 
ditional voluntary  indefinite  selection  rates.  In  FY  1988,  the  Health  Service  Divi- 
sion, Army  Nurse  Corps  Branch,  added  100  slots  for  officers  who  chose  to  extend 
their  service  beyond  their  initial  obligation  for  a specific  time,  which  was  referred 
to  as  a definite  term  extension.  In  FY  1989,  it  added  66  more  slots  and  increased 
the  conditional  voluntary  indefinite  selection  rate  to  almost  100  percent.107  This  al- 
lowed more  Army  nurses  to  remain  on  active  duty  beyond  their  initial  obligation. 

Another  strategy  to  improve  morale,  update  skills  and  knowledge,  and  encour- 
age retention  was  to  protect  the  funds  appropriated  for  continuing  health  educa- 
tion from  the  Army’s  budget  ax.  In  FYs  1988  and  1989,  the  AMEDD  approved  the 
Army  Nurse  Corps  Professional  Development  Funding  Package  for  full  funding.108 

With  such  adverse  conditions,  the  Army  Nurse  Corps  considered  any  and  all 
strategies  to  obtain  new  officers.  The  accession  of  foreign  nurse  graduates  was  one 
such  option  that  Colonel  Claudia  Bartz  explored  in  detail,  although  Immigration 
and  Naturalization  Service  regulations,  licensure  requirements,  language  difficul- 
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ties,  and  educational  discrepancies  ultimately  led  the  Corps  to  reject  the  option.109 

The  Army  Nurse  Corps  also  attempted  to  achieve  relief  from  the  constraints  of 
the  Defense  Officer  Personnel  Management  Act  (DOPMA)  grade  tables  to  im- 
prove recruitment  and  retention.  DOPMA  mandated  that  Army  Nurse  Corps  of- 
ficers be  managed  by  year  groups.110  But  year  groups,  especially  those  consisting 
of  field  grade  officers,  were  over  strength  because  of  the  practice  of  awarding 
constructive  credit  (increased  rank)  for  civilian  experience  and  education  upon 
recruitment  to  what  were  referred  to  as  “non-due  course”  officers.111  With  such 
huge  year  groups,  too  many  officers  found  themselves  in  the  zone  of  consider- 
ation for  promotion  at  any  one  time,  and  the  keen  competition  significantly  de- 
creased their  chance  for  promotion.  The  practice  of  awarding  constructive  credit 
did  improve  Army  Nurse  Corps  recruitment  and  professional  quality  but  became 
a disincentive  to  retention.112 

While  participating  in  the  AMEDD  Officer  Structure  Study,  a task  force  formed 
on  1 March  1985  to  examine  topics  such  as  structure  and  inventory,  the  Army 
Nurse  Corps  realized  that  the  problem  was  not  in  DOPMA  but  in  the  Corps  “bro- 
ken” structure.  It  concluded  that  it  could  “not  get  well  in  [the]  short  term  without 
[an]  increase  in  field  grade  allocations”  and  recognized  that  the  medical  grade 
table  for  AMEDD  officers  contained  in  Army  Regulation  611-101  was  obsolete, 
inaccurate,  and  undergraded  for  Army  Nurse  Corps  officers.113  For  example, 
DOPMA  directed  that  4.7  percent  of  all  active  duty  personnel  be  colonels,  but 
the  medical  grade  table  allowed  only  about  1 percent  of  the  Army  Nurse  Corps 
to  be  colonel.  In  other  words,  the  problem  with  the  Army  Nurse  Corps  structure 
was  that  the  template  used  to  assign  grades  to  various  positions  did  not  consider 
increases  in  the  complex  scope  of  responsibility,  span  of  control,  and  requisite 
education  and  experience  required  in  those  positions.114  Some  thought  that  the 
inequities  in  the  allocation  of  colonel  authorizations  to  the  Army  Nurse  Corps 
occurred  because  the  Corps  was  a predominantly  female  branch  and  traditional 
practices  restricted  grade  advancement  or  even  permanently  assigning  advanced 
grades  to  female  officers.115  The  problem  eventually  was  corrected,  but  only  after 
a prodigious  three-year  struggle.116 

To  rectify  imbalances,  the  Army  Nurse  Corps  asked  its  senior  officers  to  apply 
their  professional  expertise  to  evaluate  and  regrade  all  the  Corps  positions.  They 
identified  approximately  100  additional  colonel  allocations.  The  Army  Nurse 
Corps  then  approached  the  Army  deputy  chief  of  staff  for  personnel  through  the 
Office  of  the  Surgeon  General  and  requested  and  received  the  additional  alloca- 
tions. These  new  allocations  authorized  the  promotion  of  a sizable  number  of 
Army  nurse  colonels  and  broke  the  promotion  logjam.  As  Colonel  John  Hudock, 
assistant  chief  of  the  Army  Nurse  Corps,  observed,  each  one  of  these  promotions 
was — in  effect — three  promotions.  When  the  Army  promoted  a lieutenant  colonel 
to  colonel,  that  promotion  produced  a ripple  effect,  because  a major  could  be  pro- 
moted to  lieutenant  colonel  and  a captain  to  major.117  Rank  restructuring  brought 
the  Army  Nurse  Corps  into  compliance  with  DOPMA’s  configuration,  allowed  the 
Corps  to  continue  awarding  constructive  credit  for  recruitment  purposes  and  over- 
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all  quality,  enhanced  morale,  improved  retention,  opened  up  promotions,  preserved 
the  existing  end  strength,  and  conferred  the  appropriate  rank  for  the  specific  re- 
sponsibilities on  principal  Army  Nurse  Corps  positions.  The  Army  Nurse  Corps 
achieved  its  AMEDD  Officer  Structure  Study  purpose,  “to  develop  an  AMEDD 
officer  structure  for  the  future  that  will  serve  Army  needs  and  provide  career  pro- 
gression opportunities  on  a parity  with  the  Total  Active  Army  Force.”118 

During  the  1980s,  the  Army  implemented  initiatives  to  increase  the  numbers  of 
nurses  in  the  USAR  and  ARNG.  It  relaxed  the  policy  governing  training  sched- 
ules, thus  making  training  requirements  more  flexible  and  adaptable  for  individual 
needs.119  It  also  allowed  constructive  credit  for  a nurse’s  education  and  civilian  ex- 
perience. The  Army  extended  the  maximum  age  to  52  for  the  initial  appointment 
to  the  ARNG  and  USAR,  and  it  collaborated  with  national  nursing  organizations 
in  a direct-mail  campaign  and  a media  blitz  to  publicize  the  opportunities  avail- 
able with  reserve  service.120 

The  team  dedicated  to  recruiting  Army  Nurse  Corps  reserve  components 
grew.  Program  Budget  Guidance  authorized  140  additional  Army  Guard  and  Re- 
serve nurse  recruiters.121  It  also  authorized  77  more  civilians  to  support  Army 
Nurse  Corps  recruitment  and  retention.  The  USAR  also  established  the  National 
AMEDD  Augmentation  Detachment  to  retain  those  AMEDD  officers  who  found 
it  impossible  to  train  with  units  “on  a regular  basis.”122  Operating  room  nursing, 
anesthesia,  and  medical-surgical  nursing  specialties  were  the  areas  of  greatest 
need,  and  so  the  three  services  requested  and  Congress  funded  financial  incen- 
tives for  these  specialists.123 

The  Army  implemented  the  New  Specialized  Training  Assistance  Program  to 
increase  personnel  in  the  surgical  specialties  in  the  USAR.  In  1988,  this  program 
subsidized  educational  expenses  for  reservists  in  Troop  Program  Units  and  the 
Individual  Ready  Reserve  at  the  rate  of  $664  and  $332  a month,  respectively. 
In  return,  the  Army  required  these  reservists  to  serve  two  years  in  the  reserves 
for  every  year  of  funding.  The  Army  likewise  financed  those  in  the  Individual 
Ready  Reserve  who  were  pursuing  a bachelor  of  science  in  nursing  degree  at 
$100  a month.  All  of  these  grants  had  an  annual  per-soldier  expenditure  ceiling 
of  $7 ,900. 124 

Another  program,  the  Health  Professional  Loan  Repayment  Program,  was  an 
incentive  for  the  same  nursing  specialties— operating  room  nurses,  anesthetists, 
and  medical-surgical  nurses.  The  Army  repaid  a participant’s  outstanding  student 
loans  in  the  amount  of  $3,000  for  each  year  served  in  the  Selected  Reserve.125  The 
total  loan  forgiveness  package  could  not  exceed  $20 ,000. 126  Anecdotal  feedback 
provided  hints  as  to  the  success  of  this  program.  These  unconfirmed  reports  indi- 
cated that  some  nurses  chose  to  accept  a reserve  rather  than  an  active  commission 
for  the  generous  loan  repayment  program.127 

The  Army  Nurse  Corps  also  encouraged  local  programs  to  relieve  the  nurse 
shortage.  In  1987,  Tripler  Army  Medical  Center  in  Hawaii  surveyed  nurses’ 
attitudes.  Based  on  the  investigational  findings,  the  Department  of  Nursing  ad- 
justed work  scheduling  to  accommodate  nurses’  personal  preferences  whenever 
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feasible  and  expanded  training  opportunities  and  staff  recognition.  The  effort  re- 
duced staff  turnover  from  40  percent  to  20  percent.  By  April  1988,  registered 
nurse  staffing  was  at  102  percent.128 

At  Blanchfield  Army  Community  Hospital  at  Fort  Campbell,  Kentucky,  Colonel 
Charles  Bombard  set  up  a nursing  pool  of  13  civilian  nurses  to  work  when  more 
nurses  were  needed  on  nursing  units.  The  civilian  nurses  could  be  hired  either  as 
intermittent  employees  on  an  on-call  basis,  as  part-time  employees  working  from 
16  to  32  hours  weekly,  or  as  full-time  staffers.129 

Colonel  Sandrah  Johnson,  the  chief  nurse  at  FAMC  in  Aurora,  Colorado, 
awarded  $50  prizes  to  individual  nurses  who  excelled  in  one  of  14  areas,  such  as 
education,  training,  or  community  service.  The  purpose  was  to  keep  and  reward 
nurses  and  to  attract  new  employees  from  the  local  area.  Within  six  months  John- 
son had  already  awarded  $1 ,000. 

Advertising  to  create  interest  in  employment  was  also  an  effective  recruitment 
tool.  The  chief  nurse  at  Gorgas  Army  Community  Hospital  in  Panama,  Colonel 
Randall  L.  Oliver,  invested  $4,000  to  publicize  the  benefits  of  employment  in  the 
Canal  Zone.  The  advertisements,  published  in  a number  of  national  nursing  jour- 
nals, touted  features  such  as  “a  15  percent  tropical  pay  differential,  a good-sized 
overseas  housing  allowance,  [and]  the  opportunity  to  ship  a car”  to  the  Central 
American  country. 

Another  chief  nurse,  Colonel  Janet  Southby,  put  up  a poster  in  the  Fort  Belvoir, 
Virginia,  One-Stop  Employment  Center,  to  recruit  nurses  who  might  then  seek 
employment  at  DeWitt  Army  Community  Hospital.  The  poster  displayed  the  ad- 
vantages of  employment  at  DeWitt,  such  as  working  intermittently,  job  sharing, 
preferential  scheduling,  or  tuition  subsidies. 

The  tuition  assistance  program  also  served  as  a magnet  at  Eisenhower  Army 
Medical  Center  at  Fort  Gordon,  Georgia.  There,  Colonel  Marilyn  DiGirol,  chief 
of  nursing  education  and  staff  development,  reported  that  the  hospital  discussed 
the  benefits  with  about  20  potential  employees  and  received  four  applications  for 
employment  within  weeks  as  a result  of  the  tuition  assistance  program.130 

The  Fort  Leonard  Wood,  Missouri,  Medical  Department  Activity  held  a nurse 
information  day  in  1989,  inviting  51  civilian  nurses  from  the  local  area  to  learn 
about  the  post’s  employment  opportunities.  Coordinated  by  Lieutenant  Colonel 
Ann  Stanton  and  Major  Niranjan  Balliram,  the  day’s  activities  included  presenta- 
tions and  tours  of  the  hospital  guided  by  civilian  nurses  already  employed  by  the 
institution.  Eight  new  civilian  employees  soon  filled  vacant  nursing  positions.131 

All  of  these  creative  and  mostly  unprecedented  programs  contributed  to  the 
eventual  resolution  of  the  profound  and  long-term  nurse  shortage  of  the  1980s.  As 
the  1980s  ended,  the  strength  of  the  Army  Nurse  Corps  improved  conspicuously. 

When  DoD  hospitals  were  unable  to  provide  nursing  coverage  by  either 
Nurse  Corps  officers  or  CSRNs,  they  relied  on  contract  nurses  as  a last  resort.132 
Variously  referred  to  as  temporary,  agency,  or  contract  nurses,  these  providers 
relieved  certain  employee  vacancies,  served  as  an  entire  staff,  or  lent  support 
where  additional  resources  have  not  been  allocated.133  The  contract  nurses  worked 
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for  proprietary  agencies  that  paid  their  nurse  employees  directly  and  in  turn  were 
reimbursed  for  expenses  according  to  their  contracts  with  the  specific  military 
hospital.134  The  use  of  contract  nurses  had  both  disadvantages  and  advantages. 
The  financial  cost  of  using  such  workers  was  steep  as  compared  to  the  expense  of 
employing  CSRNs,  and  their  temporary  employment  could  adversely  affect  conti- 
nuity of  care.135  Contract  nurses  were  not  allowed  to  serve  in  leadership  roles,  that 
is,  as  a charge  nurse  or  team  leader,  thus  limiting  their  overall  utility.  There  was 
also  a heavy  investment  in  time  by  the  permanent  nursing  staff  that  had  to  devote 
many  hours  to  various  issues  such  as  negotiating  contracts  and  setting  proficiency 
standards  for  the  contract  employees.  The  better  pay  and  more  convenient  hours 
accorded  contract  nurses  influenced  some  of  the  permanent  staff  to  resign  their 
civil  service  employment  or  their  active  commissions  in  the  Army  Nurse  Corps 
to  become  contract  nurses.  On  the  plus  side,  Colonel  Mary  Messerschmidt,  who 
had  extensive  exposure  to  contract  nurses  while  chief,  Department  of  Nursing, 
at  WRAMC,  recalled  that  many  of  the  contract  nurses  were  former  CSRNs  or 
junior  officers  who  separated  from  the  service.  These  former  civil  servants  and 
junior  officers  required  little  to  no  orientation  and  proved  to  be  dependable  em- 
ployees. Moreover,  if  they  failed  to  deliver  high-quality  service,  it  was  not  dif- 
ficult to  remove  them.  The  hospital  simply  told  the  agency  not  to  schedule  that 
particular  temporary  nurse  to  work  in  that  institution  anymore.  Messerschmidt 
observed  that  these  workers  were  venturesome  in  ways  that  many  CSRNs  were 
not.  Nonetheless,  they  were  “certainly  not  anywhere  near  as  adventuresome  as 
someone  who  joins  the  military  and  stays”  in  the  service.136  Another  chief  nurse 
at  WRAMC,  Colonel  Clara  Adams-Ender,  remembered  that  some  of  the  contract 
nurses  “liked  what  we  were  doing  and  sometimes  would  decide  to  join  the  Army 
or  Civil  Service  and  become  salaried  people  on  our  staff.”137  In  the  final  analysis, 
the  use  of  contract  nurses  was  an  unwelcome  expedient  used  in  very  straitened 
circumstances. 

By  1989,  the  military  Nurse  Corps  began  to  see  positive  results  from  the  many 
incentive  programs  implemented  across  the  decade.  In  FY  1989,  the  Army  Nurse 
Corps  met  recruitment  goals  and  accessed  524  new  officers  for  the  active  compo- 
nent. Voluntary  recalls  to  active  duty  numbered  47,  a striking  increase  from  FY 
1988’s  total  of  15  returnees.  The  chief  nurse  of  the  U.S.  Army  Recruiting  Com- 
mand, Colonel  Susan  (Shipley)  Christoph  observed  that  this  statistic  reflected  the 
growing  propensity  for  former  Army  nurses  to  return  to  active  duty  after  observ- 
ing working  conditions,  salary,  and  benefits  in  civilian  institutions.  The  ARNG 
also  accessed  297  Army  nurses,  and  the  USAR  commissioned  1,600  Army  Nurse 
Corps  officers.138  By  1990,  the  Army  Nurse  Corps  was  only  27  officers  short  of 
its  4,551  authorizations.  The  AFNC  exceeded  its  5,352  nursing  billets  by  57  of- 
ficers. However,  the  Navy  Nurse  Corps  had  a shortage  of  476  officers,  or  only 
3,000  nurses  against  3,476  authorizations.139  In  the  early  1980s,  the  Navy  surgeon 
general  acknowledged  that  the  Navy  Medical  Department  had  always  functioned 
“with  fewer  monetary  and  manpower  assets  than  the  Army  or  Air  Force.”  It  subse- 
quently made  concerted  attempts  to  correct  “those  inadequacies”  through  the  addi- 
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tion  of  “sufficient  manpower  and  monies  and  an  efficient  command  structure.”140 
But  success  was  long  in  coming. 

In  the  context  of  a nationwide  shortage  of  professional  nurses,  an  exponen- 
tially growing  demand  for  more  care  providers,  and  stringent  military  budget  con- 
straints, it  was  the  imagination  and  hard  work  of  many  dedicated  individuals  who 
enabled  the  Army  Nurse  Corps  to  maintain  an  adequate  force.  The  concentrated 
attention  and  insight  of  Army  Nurse  Corps  leaders,  the  support  of  officials  in 
Congress  and  the  Department  of  Army,  the  collaboration  with  sister  services,  the 
herculean  efforts  of  recruiters,  and  the  day-to-day  commitment  of  the  rank  and  file 
of  the  Army  Nurse  Corps  and  the  Army  all  contributed  to  the  positive  outcome. 
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Chapter  Eleven 

Preparing  for  Action 


A major  theme  dating  from  the  1970s  that  grew  significantly  stronger  in  the 
1980s  was  the  Army’s  clear-cut  determination  to  better  prepare  for  future 
combat.  The  major  components  of  this  movement  involved  maintaining 
proper  physical  fitness  and  improving  the  overall  readiness  of  the  Army.1 

A Healthy  and  Fit  Force  was  the  first  pillar  of  the  Health  Service  Support  Air- 
Land  Battle,  the  doctrine  for  contemporary  combat  service  support  derived  from 
lessons  learned  from  World  War  II  to  the  campaign  in  Grenada.2  The  Honorable 
John  O.  Marsh,  secretary  of  the  Army,  espoused  the  belief  that  readiness  began 
with  physical  fitness  and  encompassed  all  aspects  of  total  fitness.  General  E.C. 
Meyer,  the  chief  of  staff  of  the  Army,  insisted  that  each  individual  was  personally 
responsible  for  developing  and  maintaining  lifestyles  for  themselves  and  their 
soldiers  to  meet  the  rigors  of  military  service,  affirming  that  appropriate  physical 
training  and  proper  nutritional  habits  affected  professional  competency.  General 
Hazel  Johnson  explained  that  the  components  of  a total  fitness  routine  for  Army 
nurses  included  eating  a sensible  diet,  coping  with  stress,  controlling  weight,  es- 
chewing substance  abuse,  participating  in  regular  physical  exercise,  and  prevent- 
ing disease.  Johnson  instructed  all  Army  nurses  to  begin  such  an  all-encompass- 
ing program,  and  advised  them  that  failure  to  do  so  would  adversely  affect  their 
Army  career.3 

One  indication  of  the  Army’s  intent  to  promote  all  soldiers’  fitness  was  its  in- 
creased emphasis  on  successful  completion  of  the  Army  Physical  Fitness  Test 
and  compliance  with  the  height  and  weight  standards  twice  yearly.4  Meeting  the 
standards  significantly  affected  selections  for  promotion,  continuation  on  active 
duty,  and  schooling  opportunities.  The  Army  required  officers  to  meet  the  fit- 
ness standards  before  it  approved  their  attendance  at  educational  courses.  Those 
who  did  not  meet  standards  had  their  course  attendance  delayed.  General  Clara  L. 
Adams-Ender  advised  officers  that  the  “rationale  for  the  delay  is  for  the  benefit  of 
you,  the  officer.”  Attaining  the  standards  was  part  of  course  completion  require- 
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ments,  and  so  not  meeting  them  could  precipitate  a student’s  failure  in  a specific 
course  or  could  result  in  a poor  academic  efficiency  report.5  This  could  adversely 
impact  selection  for  promotions  and  other  opportunities.  The  Army’s  emphasis  on 
the  fitness  benchmarks  meant  failure  to  meet  them  could  doom  a career. 

The  Army  Medical  Department  (AMEDD)  officers  occasionally  singled  out 
Army  Nurse  Corps  officers  for  their  failure  to  meet  the  fitness  requirements.  Colo- 
nel Charles  J.  Reddy,  chief  of  the  Nursing  Division  at  the  Health  Services  Com- 
mand (HSC),  allowed  that  much  was  written  and  said  about  Army  nurses  who 
did  not  meet  weight  standards,  but  only  5 percent  (151  of  2,999)  of  Army  Nurse 
Corps  officers  assigned  to  the  U.S.  Army  HSC  exceeded  weight  standards.  Less 
known  and  publicized  were  the  pounds  that  Army  Nurse  Corps  officers  shed  to 
conform  to  benchmarks.  The  majority  of  Army  nurses  were  complying  with  the 
weight  standards,  passing  the  Army  Physical  Fitness  Test,  living  healthy  lives, 
and  excelling  in  athletics.6 

Army  Nurse  Corps  officers  also  worked  to  improve  overall  Army  fitness  levels. 
They  succeeded  beyond  anyone’s  expectations.  Many  of  them  obtained  graduate 
degrees  and  experience  as  cardiac  rehabilitation  clinical  nurse  specialists  or  as 
critical  care  nurses.7 

In  March  1984,  Captain  Leslie  Brousseau  became  the  health  fitness  consultant 
to  Europe’s  7th  Medical  Command.  In  that  role,  she  wrote  a monthly  health  and 
fitness  column  for  the  command  newspaper  and  served  as  a project  officer  for 
many  health  promotion  activities,  such  as  the  European  Command’s  Great  Ameri- 
can Smokeout,  a tobacco-cessation  program,  and  high  blood  pressure  month.  She 
also  coordinated  health  fairs  and  health  fitness  conferences  in  Europe.8 

Captain  Jeanne  Picariello  was  another  Army  nurse  involved  in  improving  fit- 
ness. She  was  a member  of  the  U.S.  Army  Pentathlon  Team  from  1975  to  1978, 
the  first  woman  and  Army  nurse  to  participate.9  Picariello  was  program  director 
of  the  Army  Staff  Corporate  Fitness  Program  in  1985  and  1986.  She  worked  with 
two  other  Army  nurses,  a health  risk  appraisal  and  intervention  coordinator,  and 
the  surgeon  general’s  nursing  consultant  on  fitness  to  gauge  the  cost  effectiveness 
of  health  promotion  activities  of  6,000  military  and  civilian  Pentagon  employees. 
As  a part  of  the  project,  volunteers  underwent  a preliminary  physiological  assess- 
ment of  current  fitness  levels  and  then  started  physical  conditioning.  Based  on 
individual  needs,  volunteers  could  enroll  in  classes  on  smoking  cessation,  weight 
control,  and  stress  management.  With  control  and  experimental  groups,  the  re- 
searchers measured  and  statistically  analyzed  the  variables  of  work  productiv- 
ity, reductions  in  health  care  expenses,  job  absenteeism,  and  tumover/retraining 
costs.10  The  study  demonstrated  a positive  physiological  advantage  from  struc- 
tured cardiovascular  screening  and  health  education  classes.11  Picariello  conclud- 
ed that  the  program  was  cost  effective  and  well  accepted.  Using  civilian  staff,  the 
Department  of  Defense  (DoD)  continued  the  program  for  the  Pentagon  workforce 
over  the  succeeding  years.12  Picariello  later  served  as  commandant  of  the  U.S. 
Army  Physical  Fitness  School  at  Fort  Benjamin  Harrison,  Indiana,  from  1994  to 
1997,  where  she  oversaw  the  Army’s  studies  on  the  Army  Physical  Fitness  Test 
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Pictured  is  Colonel  Charles  Reddy,  Chief  Nurse,  Health  Services  Command,  1985. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Captain  Jeanne  Picariello  assesses  a participant  in  the  Army  Staff  Corporate  Fitness  Program  in  the 
Pentagon  in  1985. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


Preparing  for  Action  259 


standards  that  led  to  revisions  in  the  existing  benchmarks.13 

In  1987,  Lieutenant  Colonel  Antoinette  Hagey,  a health  promotions  nurse  spe- 
cialist, made  her  contribution  to  the  Army  fitness  program.  She  oversaw  the  de- 
velopment and  implementation  of  the  health  risk  assessment  component  of  the 
Army  Health  Promotion  Program.  Hagey  concurrently  served  on  the  DoD  Health 
Promotion  Coordination  Committee  and  tested  and  selected  materials  for  educa- 
tion on  smoking  cessation  and  hypertension.14 

Fitness  was  a key  component  of  readiness.  Without  soldiers  fit  to  fight,  readi- 
ness was  a difficult  if  not  impossible  state  to  achieve  on  both  a personal  and  unit 
level. 

AMEDD  leaders  defined  readiness  as  the  ability  to  immediately  deploy  quali- 
fied military  medical  personnel  in  support  of  combat.15  Other  elements  also  de- 
termined readiness.  A multidimensional  construct,  readiness  presupposed  unit 
cohesion  or  a state  where  soldiers  worked  efficiently  in  unison  for  a common 
goal.  Achieving  the  goal  required  physical  agility,  mental  power,  psychological 
aptitude,  and  effective  leadership.16  Appropriate  Table  of  Organization  and  Equip- 
ment (TO&E)  equipment,  adequate  levels  of  training,  and  personnel  strength  also 
influenced  readiness.  For  Lieutenant  General  Quinn  Becker,  the  surgeon  general, 
readiness  demanded  the  integration  of  finely  honed  medical  skills  with  the  logisti- 
cal ability  to  get  the  right  equipment  and  people  to  the  appropriate  place  at  the 
necessary  time.17 

As  the  AMEDD  entered  the  1980s,  serious  readiness  problems  existed.  In  1982, 
Assistant  Secretary  of  Defense  (Health  Affairs)  (ASD[HA])  John  Beary  warned 
that  the  military  medical  services  could  provide  surgery  for  only  one  in  10  wound- 
ed combatants  in  the  event  of  war.18  By  the  mid-1980s  officials  described  the  level 
of  medical  readiness  as  extremely  critical.  Speaking  in  1985,  ASD(HA)  William 
E.  Mayer  shared  his  dour  assessment  with  the  nation’s  physicians: 

I regret  to  tell  you  that  if  we  entered  a major  conventional  war  today,  the  system  could  not  render 
an  adequate  level  of  emergency  surgery  and  resuscitation  to  the  wounded  in  action.  Morbidity  and 
mortality  rates  could  be  high.19 

One  year  later,  in  1986,  Mayer  wrote  of  steady  improvements,  although  the 
military  health  care  system  was  still  not  up  to  par.  In  the  event  of  war,  Mayer 
wrote,  “scarcely  three  out  of  ten  wounded  [would]  receive  the  prompt  care  that 
can  spell  the  difference  between  life  and  death.”20 

At  the  same  time,  medical  readiness  became  a high-profile  issue  that  proved 
embarrassing  when  details  became  public.21  Both  civilian  and  military  newspa- 
pers and  magazines  chronicled  readiness  deficiencies  from  the  level  of  DoD  all 
the  way  down  to  the  AMEDD.  In  1985,  Reader’s  Digest  quoted  a U.S.  Air  Force 
physician  who  believed  that  were  the  United  States  to  go  to  war  prior  to  1991 , “a 
lot  of  people  are  going  to  die  unnecessarily.”22  Around  the  same  time,  a former 
Navy  physician  proclaimed  in  the  Washington  Post  that  the  entire  military  medi- 
cine system  should  be  abolished,  with  resultant  annual  savings  of  hundreds  of 
millions  of  dollars  by  the  elimination  of  medical  department  salaries  and  by  the 
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sale  of  military  medical  facilities,  located  on  prime  real  estate  around  Washington, 
D.C.,  California,  and  Hawaii.23  In  1986,  U.S.  News  & World  Report  characterized 
readiness  of  the  military  medical  services  as  substandard,  recounting  that  only 
30  percent  of  infantrymen  wounded  in  battle  could  rely  on  prompt  medical  care 
because  of  personnel  and  logistical  deficits.24  Army  magazine  acknowledged  that 
Army  medicine  was  the  object  of  intense  controversy  because  of  its  lack  of  readi- 
ness for  combat.25  The  Department  of  Army  Historical  Summary  added  its  voice 
to  the  calamity,  recording  that  the  “ability  to  provide  wartime  medical  support  has 
been  severely  limited  by  a shortage  of  the  medical  equipment  and  professional 
medical  personnel.”26  Everyone  realized  shortcomings  had  to  be  corrected.  Fortu- 
nately, plans  for  improving  and  upgrading  medical  combat  support  were  already 
in  the  works. 

In  1982,  the  acting  ASD(HA),  Beary,  instructed  the  three  military  services’ 
medical  departments  to  use  only  field  health  facility  systems  developed  by  a quad- 
service  task  force,  the  Military  Field  Medical  Systems  Standardization  Steering 
Group,  and  approved  by  Beary’s  office.  His  aim  was  to  improve  the  services’ 
medical  support  levels  and  logistical  capability.27  Becker,  the  Army  surgeon  gen- 
eral, opposed  Beary’s  dictum,  questioning  the  wisdom  of  a joint,  strictly  homoge- 
neous approach.  Becker  saw  the  mandate  as  an  attempt  to  take  control  away  from 
the  Army  and  allow  DoD  to  dictate  the  size  and  configuration  of  the  medical  de- 
partments of  the  services.  Without  the  destiny  of  the  entire  AMEDD  in  his  hands, 
Becker  saw  only  trouble  ahead.28  Nonetheless,  the  Deployable  Medical  System 
(DEPMEDS),  as  it  came  to  be  known,  moved  forward.  By  1984,  the  Military 
Field  Medical  Systems  Standardization  Steering  Group  had  agreed  on  the  use  of 
the  TEMPER,  as  the  standardized  fabric  wall  (exterior  side  of  the  tent)  for  the 
chosen  single-system  DEPMEDS.  The  fabric  design  incorporated  a layer  of  air 
that  served  as  insulation  to  counter  extremes  of  hot  or  cold  weather.  All  the  mili- 
tary services  tested  the  new  equipment  at  Fort  Hood,  Texas,  in  November  1984 
and  determined  that  the  DEPMEDS  was  able  to  carry  out  the  mission,  as  long  as 
improvements  were  made  to  make  it  more  easily  transportable.29 

During  the  next  few  years.  Congress  funded  30  sets  of  DEPMEDS s for  the 
AMEDD,  and  the  Army  erected  a complete  prototype  hospital  at  Camp  Bullis, 
Texas,  in  August  1987. 30  The  DEPMEDS’  cost  for  a 60-bed  mobile  army  surgi- 
cal hospital  (MASH)  in  1987  was  $8.2  million  and  $16.6  million  for  a 1,000-bed 
general  hospital.31 

In  February  1988,  the  8th  Evacuation  Hospital  at  Fort  Ord,  California,  became 
the  first  TO&E  unit  to  field  DEPMEDSs.  It  deployed  to  Fort  Hunter  Liggett,  Cali- 
fornia, and  set  up  a 400-bed  DEPMEDS  hospital,  staffing  it  with  85  Professional 
Officer  Filler  System  personnel.32  The  assigned  staff  implemented  a Department 
of  the  Army-directed  assessment  and  validation  of  the  equipment  and  forwarded 
their  findings  to  the  Test  and  Experimentation  Command.  Field  testing  did  vali- 
date the  utility  of  DEPMEDS  equipment.  In  January  1989,  the  8th  Evacuation 
Hospital  deployed  to  Honduras  with  its  DEPMEDS  facility  to  support  Fuertes 
Caminos  89. 33  The  detachment  in  Honduras  treated  the  first  surgical  case  and 
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delivered  the  first  baby  in  a DEPMEDS . Active  Army,  Army  National  Guard,  and 
Army,  Navy,  and  Air  Force  Reserve  units  took  part  in  the  deployment.34  By  1990, 
the  Army  had  fielded  46  DEPMEDS  hospital  sets  and  expected  to  equip  a total  of 
129  hospitals  in  the  near  future.35 

DEPMEDS  used  modules  that  offered  almost  unlimited  potential  for  configu- 
ration.36 The  hard-walled  containers,  referred  to  as  ISO  containers,  housed  the 
operating  room,  radiology,  laboratory,  pharmacy,  and  central  supply  elements. 
The  TEMPER,  soft-sided  tents,  contained  the  triage  area,  intensive  care  units,  and 
inpatient  wards.37 

The  DEPMEDS  model  had  both  advantages  and  disadvantages.  Its  many  ad- 
vantages were  its  fuel  efficiency  compared  to  the  Mobile  Unit,  Surgical,  Trans- 
portable (MUST)  facility,  its  relative  ease  in  assembly  and  disassembly,  its  flex- 
ible configuration,  its  improved  level  of  lighting,  and  its  standardized  medical 
and  nonmedical  equipment.38  The  nonmedical  standardized  items  in  DEPMEDS 
were  electrical  generators,  dietary  systems,  water  distribution  and  utilities  support 
equipment,  bathing  facilities,  oxygen-generating  mechanisms,  water-production 
systems,  power  distribution  infrastructure,  and  environmental-control  compo- 
nents.39 These  advantages  outweighed  the  major  problem  of  the  sets:  their  im- 
mobility and  excessive  weight. 

The  size  and  weight  of  the  DEPMEDS  forced  Colonel  Jerome  Foust,  Medical 
Services  Corps  (MSC),  commander  of  the  44th  Medical  Brigade,  to  reduce  the 
bulk  of  combat  support  hospitals  and  MASHs  during  Operation  Desert  Storm. 
This  enabled  the  DEPMEDS  to  move  with  organic  vehicles  and  keep  pace  with 
the  combat  units.40  In  turn,  that  led  to  the  dual  development  of  a mini-MASH  and 
to  the  creation  of  a Contingency  Medical  Force.  The  mini-MASH  downsized  the 
MASH  unit  from  60  beds  to  a 30-bed  intensive  surgical  hospital.  Adoption  of  the 
Contingency  Medical  Force,  first  utilized  in  the  Balkans  during  the  1990s,  further 
streamlined  combat  medical  support.41  The  DEPMEDS  facility  also  was  vulner- 
able to  biological  and  chemical  warfare  attack.  After  the  first  Gulf  War,  planners 
debated  hardening  the  DEPMEDS  equipment  to  protect  against  biological  and 
chemical  warfare,  but  the  added  weight  and  complexity  would  render  its  use  ex- 
tremely difficult  for  a field  unit.  However,  in  the  immediate  aftermath  of  the  war, 
planners  created  an  insert  for  the  TEMPER  tents  and  retrofitted  a filter  for  the  air 
handlers  to  lessen  the  threat  from  biological  and  chemical  warfare  42 

DoD  arrived  at  medical  logistical  standardization  of  DEPMEDS  by  convening 
23  panels  of  expert  clinicians  to  identify  therapeutic  regimens  to  treat  more  than 
300  combat-related  diagnoses  based  on  actual  combat  data.  The  Task/Time/Treat- 
er database,  as  it  was  known,  detailed  precise  supplies  and  equipment  required  to 
provide  each  diagnosis-specific  treatment 43  The  Defense  Medical  Standardiza- 
tion Board  (DMSB)  gradually  assumed  the  overall  responsibility  for  obtaining 
equipment  and  determining  staffing  levels  for  the  DEPMEDS  44 

DEPMEDS  began  as  a logistical  system,  a physical  field  hospital,  but  with  time  it 
also  became  a personnel  element 45  A subunit  of  the  DMSB , the  Joint  Services  Nurs- 
ing Advisory  Group,  a tri-service  task  force  with  Army  Nurse  Corps  representation, 
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originally  calculated  the  required  nursing  assets  needed  in  theater.46  However,  the 
DMSB  slashed  the  Joint  Services  Nursing  Advisory  Group’s  recommendations, 
rejecting  the  proposed  numbers  and  mix  of  nursing  staff  because  field  staffing  had 
to  be  “austere  but  adequate.”47  Nurses  countered  that  while  the  DMSB’s  staffing 
levels  were  austere,  they  were  neither  adequate  nor  safe.  General  Connie  Slewit- 
zke  felt  that  the  Medical  Corps  and  Medical  Service  Corps  officers  never  took 
nurses  seriously  when  they  talked  about  safe  staffing  levels.  Many  time-consum- 
ing and  acrimonious  sessions  justified  and  rejustified  staffing  48  Only  after  several 
years  of  struggle  could  the  Army  Nurse  Corps  produce  firm  evidence  demonstrat- 
ing the  amount  of  time  each  nursing  procedure  consumed  based  on  Sherrod’s 
previously  described  Nursing  Care  Hour  Standards  Study.  With  the  established 
estimates  of  the  potential  types  and  numbers  of  different  patients  requiring  care  at 
the  DEPMEDS  facility  calculated  against  the  known  care  needs  for  these  patients, 
the  Army  Nurse  Corps  used  Sherrod’s  statistics  to  show  an  accurate  picture  of  the 
numbers  and  types  of  nurses  required 49  Without  Sherrod’s  hard  work,  the  Army 
Nurse  Corps,  in  Slewitzke’s  words,  would  “really  have  been  behind  the  eight 
ball.”50 

By  the  1990s,  however,  even  these  more  realistic  staffing  levels  seemed  in- 
adequate for  cutting-edge,  adequate  medical  care.  At  that  time,  the  Army  Nurse 
Corps  recognized  that  basing  mobilization  staff  numbers  on  the  task  times  of  the 
Workload  Management  System  for  Nurses  (WMSN),  as  then  recommended  by  a 
Manpower  Requirements  Criteria  document,  created  unrealistic  and  insufficient 
numbers  of  staff.  General  Nancy  Adams  wrote  that  even  a modified  WMSN  was 
inappropriate  for  staff  forecasting  in  mobilization  situations.  Corps  leaders  con- 
cluded the  WMSN  had  been  developed  many  years  in  the  past  and  needed  updat- 
ing. The  system,  moreover,  was  never  intended  for  use  in  a combat  setting.  Field 
conditions  such  as  reduced  communications,  limited  electrical  power,  inadequate 
climate  control,  lack  of  plumbing,  poor  automation,  and  restricted  infrastructure 
resources  dramatically  increased  a nurse’s  time  to  do  even  the  simplest  tasks. 
Combat  nursing  staff  necessarily  spent  more  time  and  energy  building  and  main- 
taining the  hospital,  and  on  duties  relating  to  nuclear,  biological,  and  chemical 
concerns,  sentry  duty,  field  sanitation  chores,  staff  officer  and  driver  duty,  erecting 
and  maintaining  bunkers,  filling  sandbags,  and  many  other  unanticipated  respon- 
sibilities. There  were  many  other  arguments  against  using  the  WMSN  to  gauge 
staffing.  For  instance,  there  was  the  erroneous  belief  that  the  administration  of 
multiple  antibiotics,  the  standard  of  care  for  trauma  patients  with  contaminated 
combat  wounds,  would  be  underestimated  and  counted  in  the  WMSN  as  only  one 
task.  In  reality,  the  administration  of  multiple  antibiotics  would  actually  require 
more  time  because  limited  pharmacy  support  was  available  to  prepare  the  medi- 
cations. Also,  assumptions  that  less  nursing  care  was  needed  with  limited  tech- 
nological equipment  failed  to  comprehend  the  certainty  that  less-sophisticated 
equipment  increased  the  need  for  one-on-one  care,  demanding  a more  labor-in- 
tensive effort.  The  WMSN  presupposed  that  nurses  were  working  five  eight-hour 
shifts  (40  hours)  a week,  but  mobilization  staffing  assumed  that  personnel  would 
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Throughout  her  assignment  as  chief  nurse  of  the  121st  Evacuation  Hospital  and  the  18th  Medical 
Command  in  Korea,  as  pictured  here,  and  in  her  subsequent  role  as  assistant  chief  of  the  Corps,  Colo- 
nel Terris  Kennedy  used  her  wealth  of  practical  knowledge  about  personnel  strength  issues  and  readi- 
ness concerns  to  improve  the  ability  of  the  Army  Nurse  Corps  to  support  future  combat  operations. 
Photo  courtesy  of  Colonel  Terris  Kennedy,  Onancock,  VA. 


work  longer  shifts  with  less  time  off  duty.  Adams  believed  that  it  was  unrealis- 
tic in  times  of  continuous  operations  to  require  nurses  to  work  at  their  peak  for 
lengthy  periods  without  time  off  and  wanted  flexibility  built  into  the  system.  Her 
office  stayed  dedicated  to  creating  rational,  meaningful,  and  validated  Manpower 
Requirements  Criteria  standards  for  combat  nursing.51  Colonel  Terris  Kennedy, 
the  assistant  chief  of  the  Corps,  subsequently  recommended  that  the  Health  Care 
Studies/Clinical  Investigations  Agency  at  Fort  Sam  Houston  validate  and  document 
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actual  nursing  care  requirements  for  mobilization.  Until  such  a study  was  com- 
pleted, the  Army  Nurse  Corps  had  no  way  of  knowing  if  its  field  staffing  require- 
ments were  accurate  and  if  the  discrepancies  identified  with  Manpower  Require- 
ments Criteria’s  numbers  would  be  resolved.52 

Many  Army  Nurse  Corps  officers  spent  a great  deal  of  time  with  the 
DEPMEDS  project  developing  an  improved  field  facility  with  functional  equip- 
ment and  supplies  and  appropriate  nursing  staff  levels.  Lieutenant  Colonel  Col- 
lette Keyser,  an  operating  room  nurse,  became  the  first  military  nurse  to  work 
with  DEPMEDS  as  a staffer  in  the  Health  Care  Operations  Office  in  the  Sur- 
geon General’s  Office  in  1983.  Keyser  meticulously  computerized  information 
and  lists  of  supplies  required  for  Operating  Room/Central  Materiel  Supply  sets 
and  trays.  Since  no  other  military  service  had  assigned  a nurse  that  early  to  the 
DEPMEDS  project,  the  sister  services  had  to  accept  Keyser ’s  recommenda- 
tions.53 Lieutenant  Colonel  Roger  Hopkins,  who  had  been  assigned  to  the  Acad- 
emy of  Health  Sciences  and  worked  with  the  Manpower  Requirements  Criteria 
process  and  had  experience  with  TO&E  matters,  chose  ward  equipment.54  Colo- 
nel Eily  P.  Gorman  collaborated  on  the  quad  panels.  Lieutenant  Colonel  Diane 
Corcoran,  while  assigned  to  the  Proponency  Office  of  the  Directorate  of  Train- 
ing and  Development  at  the  Academy  of  Health  Sciences,  did  extraordinary 
work  to  justify  numbers  of  nursing  staff  for  the  DEPMEDS.55  This  was  crucial 
because  Colonel  Demetrios  G.  Tsoulous,  a key  project  officer,  drastically  under- 
estimated nurse  staffing  requirements.  For  instance,  he  believed  a total  staff  of 
two  people  could  manage  the  holding  ward  24  hours  a day/seven  days  a week. 
Slewitzke’s  comeback  was  that  they  could,  but  “they  aren’t  going  to  get  any 
sleep.”  When  Tsoulous  failed  to  adjust  his  computations,  Corcoran  would  notify 
the  Army  Nurse  Corps  leadership  in  Washington,  D.C.,  about  what  was  happen- 
ing by  back  channel,  thus  providing  senior  officers  with  information  to  fight  for 
the  cause  of  adequate,  safe,  levels  of  staff.  Slewitzke’s  office  worked  closely 
with  Corcoran  defending  requirements  and  providing  rationale  that  in  turn  she 
would  communicate  to  Tsoulous.  The  Army  Nurse  Corps  regained  some— but 
not  all  — of  its  authorized  nursing  slots.56 Lieutenant  Colonel  Elizabeth  Waners- 
dorfer  later  carried  on  the  effort  when  she  served  as  chief,  hospital  nursing,  and 
DEPMEDS  nurse  consultant  at  Medical  Research  and  Development  Command. 
There  she  monitored  more  than  5,000  items  of  medical  supplies  and  equipment 
and  chaired  the  Quad-Service  Nursing  Panel  that  defined  intensive,  intermedi- 
ate, and  minimal  care  patients  for  the  mobilization  doctrine,  developed  mobili- 
zation standards  of  practice,  and  reviewed  and  revised  the  DEPMEDS  nursing 
database  consisting  of  nursing  tasks,  times,  and  treaters.57  At  the  end  of  the 
tumultuous  period  in  1988,  Slewitzke  reflected: 

We  are  able  to  keep  on  hammering  home  our  point  so  that  we  don’t  lose.  As  I said  many  times 
over,  we  are  the  patients’  advocate.  If  we  don’t  do  it,  there  won’t  be  anyone  there  that  will  do  it  for 
the  patients  . . . there  is  no  way  under  God’s  name  that  our  people  would  not  be  stressed  out  because 
of  the  category  of  the  patient  that  we  are  taking  care  of.  We  fought  many  iterations.  . . . We  have  done 
an  awful  lot  of  work.58 
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With  attention  sharply  focused  on  readiness  issues,  the  Army  Nurse  Corps  re- 
sponded to  the  imperative  to  better  prepare  nurses  for  field  operations.  Johnson  or- 
dered a review  of  all  Army  Nurse  Corps  courses  to  identify  deficiencies  that  need- 
ed to  be  remedied  in  subjects  such  as  field  skills  and  knowledge.59  She  expanded 
the  emphasis  already  being  placed  on  field  nursing  in  the  Army  Nurse  Corps  Of- 
ficer Basic  Course  and  Officer  Advanced  Course  at  Fort  Sam  Houston,  Texas. 

In  July  1983,  the  Army  Nurse  Corps  initiated  a Field  Nursing  Course  at  the 
Academy  of  Health  Sciences  and  at  Camp  Bullis,  Texas.  The  first  class  met  for 
two  weeks,  but  budget  constraints  forced  the  Army  Nurse  Corps  to  shorten  the 
course  to  one  week  the  following  year.  TO&E  chief  nurses  and  staff  nurses  re- 
ceived priority  for  attendance.  Any  further  vacancies  were  sequentially  allocated 
to  Table  of  Distribution  and  Allowances/ Augmentation  chief  nurses,  senior  Army 
Nurse  Corps  officers,  and  finally,  fixed  unit  staff  nurses.60  Faculty  included  se- 
lected TO&E  chief  nurses,  such  as  Major  Lynne  Connelly,  who  taught  classes  on 
the  care  of  nuclear,  biological,  and  chemical  patients.  Others  provided  tutelage 
on  various  other  aspects  of  field  care.  Classes  were  held  in  tents,  and  field  train- 
ing exercises  were  the  preferred  method  of  instruction.  Gradually,  more  nurses 
attended  the  Combat  Casualty  Care  Course  (C4).  However,  because  much  of  the 
material  in  the  Field  Nursing  Course  Program  of  Instruction  replicated  that  of  C4, 
Army  Nurse  Corps  leaders  discontinued  offering  the  Field  Nursing  Course.61 

Both  the  Navy  Nurse  Corps  and  the  Air  Force  Nurse  Corps  sponsored  similar 
courses  in  combat  nursing.  The  Naval  Health  Sciences  Education  and  Training 
Command  offered  a nurse  operational  readiness  course  for  its  nurses  for  the  first 
time  in  September  1981  to  provide  information  and  practice  for  fleet  and  field 
activities.  Originally,  the  Navy  limited  the  course  to  classroom  activities  but  later 
expanded  the  curriculum  to  Camp  Lejeune,  North  Carolina,  and  Camp  Pendleton, 
California,  to  provide  more  realistic  exercises.62  The  Air  Force  graduated  the  first 
class  of  its  quarterly  Battlefield  Nursing  Course  in  July  1982.  The  course  was  held 
for  five  days  to  prepare  nurses  for  treating  battlefield  casualties  and  to  develop  pa- 
tient management  skills  in  the  field.  Instruction  relied  on  seminars  and  laboratory 
and  field  work.63  All  the  military  nursing  services  were  striving  to  improve  levels 
of  combat  readiness. 

Another  major  effort  to  prepare  tri-service  personnel  for  their  combat  roles  was 
the  C4  program.  In  the  early  1980s,  the  Joint  Medical  Readiness  Education  Com- 
mittee, composed  of  the  surgeons  general  and  the  president  of  the  Uniformed  Ser- 
vices University  of  Health  Sciences,  established  this  educational  opportunity  to 
instruct  health  care  professionals  in  techniques  of  casualty  care  on  the  integrated 
battlefield  during  a mid-  to  high-intensity  conflict.  The  eight-  to  ten-day  course  at 
Camp  Bullis,  Texas,  taught  Advanced  Trauma  Life  Support  skills,  care  of  casual- 
ties in  deployed  hospitals,  the  fundamentals  of  triage,  management  of  nuclear,  bi- 
ological, and  chemical  casualties,  patient  evacuation,  combat  roles,  prevention  of 
environmental  problems  in  combat,  selection  of  field  sites,  and  field  living  condi- 
tions.64 In  1985,  the  Joint  Medical  Readiness  Education  Committee  implemented 
an  improved  curriculum,  the  C4 A,  designed  to  focus  on  medical  treatment  facilities 
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Major  Lynne  M.  Connelly  teaches  a class  focusing  on  the  decontamination  of  patients  in  the  field 
during  a 1984  iteration  of  the  Field  Nursing  Course  at  Camp  Bullis,  Texas.  Here  the  students  are  in 
Mission  Oriented  Protective  Posture  4 gear  with  gas  masks. 

Photo  courtesy  of  Colonel  Lynne  M.  Connelly,  Basehor,  KS. 


in  the  rear  guard.65  It  was  similar  to  its  precursor,  with  added  subjects  such  as 
communications  and  management  of  medical  resources.66 

At  first  only  active  component  Medical  Corps  officers  attended  the  C4.  But 
the  “One  Army”  concept  relied  heavily  on  the  reserve  components  (RCs)  and 
could  not  deploy  on  a major  mission  without  reserve  augmentation.  Because  the 
reserves  were  essential,  DoD  began  to  include  a few  RC  officers  in  the  course. 
Dentists,  nurses,  veterinarians,  and  physician  assistants  were  later  assigned  to  the 
course,  testimony  to  its  growing  success.67  Major  Barbara  J.  Smith  was  the  first 
Army  Nurse  Corps  officer  to  attend  the  C4  course  in  January  1983. 68 

Soon,  more  RC  officers  had  to  attend  the  C4  than  there  were  slots  available. 
Consequently,  the  Office  of  the  Surgeon,  Army  National  Guard  (ARNG),  estab- 
lished its  own  Combat  Nursing  Course,  with  instruction  paralleling  that  of  the 
C4.  Colonel  Amelia  J.  Carson,  who  was  instrumental  in  setting  up  this  program, 
organized  the  first  class  of  nurses  at  Fort  Meade,  Maryland,  where  she  contracted 
with  the  University  of  Maryland  for  Advanced  Trauma  Life  Support  training.  The 
course  also  later  welcomed  RC  Medical  and  Dental  Corps  officers  and  physician 
assistants.69 

Although  developing  readiness  skills  and  knowledge  in  a structured  learning 
environment  was  an  important  approach  the  Army  also  understood  the  value  of 
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Pictured  is  Colonel  Amelia  J.  Carson,  the  first  Chief  Nurse  of  the  Army  National  Guard  (1983). 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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fostering  local  grassroots  efforts  to  upgrade  readiness  among  individual  soldier 
nurses.  The  Army  Nurse  Corps  repeatedly  emphasized  the  need  for  its  officers  to 
maintain  familiarity  with  skills  associated  with  mobilization.  Readiness  featured 
prominently  at  the  1980  Professional  Development  Workshop,  where  participants 
recommended  that  Professional  Officer  Filler  System  officers  and  Mobilization 
Designees,  those  active  and  RC  Army  nurses  who  were  preassigned  to  units  on  a 
contingency  basis,  train  with  their  units.70  This  would  create  an  awareness  of  the 
unit’s  capability  and  how  its  personnel  and  equipment  functioned.  Participants 
also  proposed  that  more  Army  Nurse  Corps  officers  attend  the  Officer  Advanced 
Course  in  residence  status  to  strengthen  their  wartime  skills.  A consensus  emerged 
that  it  was  essential  for  all  regular  Army  nurses  to  finish  the  Resident  Advanced 
Course  between  their  fourth  and  ninth  year  of  service.71 

Slewitzke  reaffirmed  that  the  primary  combat  roles  involved  duties  normally  as- 
sumed by  nurse  administrators,  operating  room  nurses,  anesthetists,  and  medical- 
surgical  nurses,  but  upon  mobilization  almost  all  pediatric,  obstetrics/gynecology, 
psychiatric  mental  health,  and  community  health  nurses  would  take  on  the  medi- 
cal-surgical role.  She  insisted  that  all  Army  nurses  be  ready  to  competently  func- 
tion during  war  or  peace  and  asked  that  Army  community  health  nurses  receive 
in-hospital  training  at  least  two  weeks  annually  to  maintain  competence  in  nurs- 
ing tasks  such  as  intravenous  therapy  and  the  operation  of  equipment.  Slewitzke 
asserted  that  all  Army  nurses  needed  adequate  field  training  with  a TO&E  unit  to 
competently  carry  out  their  wartime  responsibilities.72 

Misunderstandings  and  discontent  surfaced  about  the  need  to  gain  or  renew 
medical-surgical  nursing  aptitudes.  A few  nurses,  particularly  U.S.  Army  Reserve 
(USAR)  officers  with  highly  specialized  skills  deemed  irrelevant  to  combat  roles, 
voiced  dissatisfaction  with  the  requirement.  In  civilian  life,  USAR  Captain  Mark 
O.  McMorris  was  an  obstetrics  and  gynecology  practitioner  in  a highly  specialized 
civilian  practice.  His  military  superiors  ordered  him  to  reserve  duty  at  Eisenhower 
Army  Medical  Center  on  a medical-surgical  unit.  McMorris  felt  uncomfortable  in 
this  role  and  objected  to  his  assignment,  citing  patient  safety  and  quality  care  is- 
sues and  concerns  about  professionalism  and  jeopardizing  his  nursing  license.  As 
a consequence  of  his  reservations,  McMorris’  reserve  unit  asked  for  his  resigna- 
tion. Officials  at  HSC  verified  that  USAR  nurses  had  to  be  prepared  for  mobiliza- 
tion assignments.73 

Major  Christine  E.  Cobb,  a nurse  counselor  (recruiter),  responded  to  McMor- 
ris’ predicament  by  affirming  that  “nurses  are  seeking  Reserve  and  Active  Duty 
nursing  because  of  and  not  in  spite  of  its  perceived  challenges.”  Cobb  listed  the 
challenges  as  “potential  mobilization,  the  probability  of  cross-training  in  a differ- 
ent specialty,  and  the  need  to  creatively  utilize  nursing’s  tight  resources.”74 

A few  months  later,  another  USAR  obstetrics/gynecology  nurse  practitioner 
in  circumstances  comparable  to  those  of  McMorris  spoke  out  on  a more  positive 
note.  First  Lieutenant  M.  Denise  Palmer  accepted  that  in  times  of  war  she  had  to 
be  ready,  according  to  her  understanding  of  the  responsibilities  inherent  in  her 
commission: 
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Not  only  do  I agree  with  this  policy,  I appreciate  the  diversity.  Membership  in  the  Army  Nurse 
Corps  offers  many  benefits  and  incentive  programs,  along  with  many  challenges.  It  is  not  easy,  nor  is 
it  meant  to  be,  but  it  is  worthwhile.  Patriotism,  leadership,  team  work,  discipline  and  dedication  are 
attributes  we  can  all  admire;  my  experience  in  the  Army  Reserve  has  given  me  a sense  of  purpose  and 
individual  growth  beyond  my  initial  expectations  of  a “part-time  job.”75 

Skills  in  obstetrics/gynecology,  pediatrics,  and  other  unique  specialties  proved 
invaluable  in  subsequent  deployments  to  Grenada,  Panama,  the  Persian  Gulf, 
Bosnia,  Kosovo,  and  Haiti.  Nonetheless,  a firm  foundation  in  medical-surgical 
nursing  was  essential  for  all  Army  nurses. 

To  boost  nurses’  readiness  at  Walter  Reed  Army  Medical  Center,  Lieutenant  Col- 
onel Sharon  Bystran,  chief  of  nursing  education  and  staff  development,  developed 
a practical  tool  to  serve  as  a guide  and  a gauge  of  personal  preparedness.  Bystran’s 
comprehensive  inventory  detailed  planning  the  mobilized  officer  should  make, 
specifying  legal  responsibilities,  personal  military  equipment,  clothing,  comfort 
items,  and  immunizations.  It  stressed  the  imperative  for  advanced  groundwork, 
included  practical  packing  hints,  and  provided  an  extensive  checklist  for  the  Army 
spouse  who  would  remain  behind.76  It  is  likely  that  Bystran’s  efforts  facilitated  the 
mobilization  of  many  Army  nurses,  such  as  those  who  deployed  soon  thereafter  in 
Operation  Desert  Shield/Operation  Desert  Storm. 

Another  innovative  plan  that  improved  readiness  while  relieving  the  shortage  of 
Army  nurses  came  to  fruition  in  1984.  That  year,  the  Army  Nurse  Corps  assigned 
180  additionally  authorized  officers  to  Forces  Command  (FORSCOM)  units  with 
a Memorandum  of  Understanding  (MOU)  detailing  the  agreement  in  writing.  In 
general,  the  MOU  specified  that  the  FORSCOM  nurses  would  participate  in  an 
orientation  to  their  field  unit  after  first  signing  in  to  a post  and  subsequently  would 
work  on  a more  or  less  permanent  basis  at  the  co-located  military  treatment  facil- 
ity. The  MOU  obliged  military  treatment  facility  commanders  to  release  these 
FORSCOM  nurses  from  their  fixed  facility  responsibilities  when  their  field  unit 
conducted  field  training  exercises  or  upon  deployment.77 

A controversial  point  surfaced  in  the  MOU  negotiations.  All  parties  finally 
achieved  a consensus  on  the  issue,  but  only  after  extensive  dialogue.  The  area  of 
dissent  had  to  do  with  officer  efficiency  report  rating  chains.  FORSCOM  wanted 
the  Army  nurses,  mostly  junior  officers,  to  have  their  performance  evaluated  by 
the  local  FORSCOM  commanders,  usually  an  MSC  officer.  Slewitzke  opposed 
this  idea,  preferring  that  other  nurses  (in  the  fixed  facilities)  rate  the  nurses  on 
their  clinical  nursing  performance  rather  than  MSC  officers  from  the  field  units 
rate  them  on  their  field  nursing  skills.  She  based  her  objection  on  a fear  that  some 
of  the  junior  officers’  careers  would  be  adversely  affected  because  the  “MSC  . . . 
commanders  in  the  unit[s]  were  sometimes  a problem.”  In  the  end,  Slewitzke  pre- 
vailed but  only  after  making  a personal  visit  to  FORSCOM  at  Fort  McPherson  in 
Atlanta,  Georgia,  to  clarify  her  position.  Her  vision  of  the  officer  efficiency  report 
rating  scheme  ultimately  became  reality.78 

But  another  glitch  also  had  to  be  resolved.  Not  infrequently,  the  FORSCOM 
nurses  held  key  positions,  such  as  that  of  clinical  head  nurse  in  the  fixed  facilities. 
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As  chief  of  nursing  education  and  development,  Colonel  Sharon  F.  Bystran,  right,  had  many  diverse 
responsibilities.  Here  she  is  depicted  celebrating  on  Nurses’  Day,  1989,  at  Walter  Reed  Army  Medical 
Center  with  Colonel  Jane  L.  Hudak,  left,  and  Colonel  Brooke  Serpe-Ingold,  center,  wearing  old  Army 
Nurse  Corps  uniforms. 

Photo  courtesy  of  Colonel  Sharon  Bystran,  Aptos,  CA. 


Administrators  in  the  fixed  facilities  expressed  some  foreboding  about  a possi- 
ble mass  exodus  resulting  in  widespread  vacancies  in  these  vital  positions  when 
future  deployments  would  occur.  Despite  the  administrators’  reservations,  Sle- 
witzke  insisted  on  placing  Army  nurses  into  head  nurse  positions  because  their 
careers  would  be  negatively  affected  if  they  were  not  afforded  leadership  opportu- 
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nities.79  Slewitzke  optimistically  acknowledged  that  “there  will  be  some  ‘growing 
pains’  with  the  new  system  but  we  are  confident  they  can  be  worked  out  through 
good  communication.”80  In  the  final  analysis,  she  concluded  that  field  exposure 
significantly  improved  Army  nurses’  ability  to  function  in  general.  Before  the 
FORSCOM  program,  almost  all  Army  nurses  had  a “big  shock”  when  confronted 
with  the  use  of  post-World  War  II  field  equipment  in  the  field  hospitals.  Although 
with  time  the  nurses  adapted,  made  do,  and  learned  to  improvise,  preemptively 
avoiding  such  crises  was  a judicious  approach.81  In  spite  of  the  inevitable  wrinkles 
that  had  to  be  ironed  out,  the  FORSCOM  scheme  greatly  enhanced  readiness. 

Another  aspect  of  the  readiness  picture  had  to  do  with  retired  Army  Nurse  Corps 
officers,  a largely  unknown  quantity  of  relatively  untapped  resources  for  use  in 
future  emergencies.  In  1986,  the  Health  Care  Studies  and  Clinical  Investigation 
Activity  at  Fort  Sam  Houston  surveyed  retired  Army  nurses  younger  than  age 
60  to  determine  their  personal  and  professional  readiness  for  mobilization.  The 
overall  response  rate  to  the  questionnaire  was  81 .7  percent,  or  748  retirees.  Of  the 
total  sample,  93  percent  were  cognizant  of  their  potential  to  be  recalled,  80  per- 
cent had  “hip  pocket”  orders,  and  75.4  percent  were  willing  to  be  recalled  if  they 
were  physically  able.82  Almost  all  (93  percent)  still  maintained  a nursing  license 
but  82  percent  felt  they  needed  about  six  weeks  to  become  clinically  competent. 
Among  the  anesthetists  who  responded,  71  percent  continued  to  hold  specialty 
certification  in  anesthesia  and,  of  those,  77.2  percent  were  actively  practicing  in 
that  specialty  field.83  This  study  furnished  the  Army  Nurse  Corps  with  an  estimate 
of  the  numbers  of  retirees  who  would  be  available  to  answer  the  call  in  times  of 
national  need.  Most  were  remarkably  willing  to  serve  in  such  an  emergency. 

Like  the  retirees,  those  Army  nurses  assigned  to  USAR  or  ARNG  units,  the  citi- 
zen soldier  nurses,  also  stood  ready  and  committed  to  activate  when  called  to  the 
service  of  their  nation.  Both  Army  and  the  Health  Service  Support  Air  Land  Battle 
doctrine  assigned  a significant  mobilization  role  and  an  increased  readiness  func- 
tion to  the  RCs  in  the  post-Vietnam  Army.  The  Surgeon  General  acknowledged, 
however,  that  the  medical  RC  units  were  in  bad  shape  in  terms  of  mobilization.84 
Slewitzke  concurred  after  reviewing  the  findings  of  a survey  she  sent  to  3,000 
USAR  and  ARNG  officers  in  1982.85  The  quality  of  chief  nurse  leadership  was  a 
major  problem.  Some  senior  officers,  many  educated  with  less  than  a baccalaure- 
ate degree,  had  remained  in  their  positions  for  almost  20  years,  thwarting  any  kind 
of  upward  mobility  for  better-educated,  younger  Army  nurses.  Slewitzke  imple- 
mented a regulation  that  limited  the  tenure  of  RC  chief  nurses,  but  by  that  time 
the  stagnation  had  already  led  many  more  junior  officers  to  abandon  their  reserve 
commissions.86  Clearly,  the  USAR  and  the  ARNG  had  to  revamp  their  organiza- 
tion as  well  as  their  readiness  levels.  The  Individual  Mobilization  Augmentee 
(IMA)  program  was  one  effort  to  achieve  this  end. 

As  of  1983,  the  Reserve  Components  Personnel  and  Administration  Center  had 
assigned  81  Individual  Ready  Reserve  Army  Nurse  Corps  officers  to  specific  po- 
sitions that  they  would  occupy  upon  mobilization.  Colonel  Charles  Reddy,  the 
chief,  Nursing  Division,  HSC,  encouraged  all  military  treatment  facility  chief 
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nurses  to  make  full  use  of  their  IMAs  in  their  assigned  positions  during  annual 
training.87  The  numbers  of  IMAs  slowly  increased  over  the  years,  and  by  1988, 
there  were  about  144  Individual  Ready  Reserve  Army  nurses  slotted  into  IMA 
assignments.88 

Many  talented,  accomplished  professionals  served  in  IMA  roles,  such  as  Lieu- 
tenant Colonel  Margaret  McClure,  who  in  civilian  life  was  executive  director  of 
nursing  at  New  York  University  Medical  Center  and  president  of  the  American 
Organization  of  Nurse  Executives.  McClure’s  IMA  mobilization  position  was  as 
a senior  staff  officer  at  HSC.  On  active  duty,  she  familiarized  herself  with  spe- 
cific role  responsibilities  and  implemented  special  projects,  including  one  on  the 
recruitment  of  civilian  nurses  that  capitalized  on  her  doctorate  in  research  admin- 
istration. McClure  was  uniquely  qualified  to  carry  out  a research  project  focusing 
on  the  recruitment  of  civilian  nurses.89  Later,  McClure  would  serve  as  the  IMA  to 
the  assistant  chief  of  the  Army  Nurse  Corps. 

The  IMA  program,  however,  had  some  problems.  Sometimes  chief  nurses  did  not 
actively  support  the  concept.  At  one  large  medical  center,  for  instance,  Slewitzke 
identified  about  100  potential  IMA  positions,  but  the  institution  had  only  two 
IMAs  assigned  despite  repeated  guidance  to  justify  more.  Active  Army  prejudice 
against  reservists  persisted,  although  the  majority  of  reservists  could  work  won- 
ders with  proper  guidance.90  As  chief  nurse  at  Letterman  Army  Medical  Center, 
then-colonel  Slewitzke  relied  on  reservists  to  the  greatest  possible  extent.  When 
one  particular  reservist  came  for  a two-week  annual  training  period,  she  assigned 
the  individual  as  chief  of  ambulatory  care.  The  next  year,  she  made  the  same  as- 
signment and  allowed  the  Army  nurse  who  normally  held  that  position  to  go  on 
leave.  She  reasoned  that  there  was  always  someone  around  to  prevent  the  IMA 
from  failing.  At  the  Fort  Bragg  hospital,  an  entire  reserve  unit  took  over  the  facil- 
ity while  the  permanent  active  component  hospital  staff  did  their  field  training.91 

Another  measure  taken  to  enhance  RC  readiness  placed  officers  full-time  in  key 
USAR  and  ARNG  positions.  Johnson  posted  an  active  component  War  College 
graduate,  Colonel  Amelia  J.  Carson,  to  the  ARNG  Surgeon’s  Office  as  its  chief 
nurse.  Slewitzke  increased  the  staff  at  the  Army  Reserve  Personnel  Center,  for- 
merly the  Reserve  Components  Personnel  and  Administration  Center,  from  one 
Army  Nurse  Corps  officer  to  five,  a number  more  appropriate  to  deal  with  the  per- 
sonnel issues  of  almost  7,000  RC  nurses.  She  justified  a position  at  FORSCOM 
to  manage  RC  concerns  and  arranged  RC  positions  in  the  Office  of  The  Surgeon 
General,  Quality  Assurance,  and  Procurement.92  Another  USAR  officer,  Lieuten- 
ant Colonel  Donna  Owen,  served  on  the  staff  of  the  ASD(HA)  in  the  Directorate 
of  Manpower,  Personnel,  and  Training  as  the  deputy  director  for  reserve  affairs 
in  January  1987. 93 

During  the  last  year  of  Slewitzke ’s  tenure  as  chief  of  the  Corps,  she  directed 
her  IMA,  Colonel  Catherine  Foster,  to  prepare  and  propose  legislation  to  create 
an  Army  Nurse  Corps  general  officer  position  for  the  reserves.  In  1988,  Congress 
approved  the  new  position.94  Brigadier  General  Dorothy  B.  Pocklington  became 
the  first  reserve  Army  nurse  and  the  first  female  reserve  officer  to  become  a briga- 
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dier  general.95  Pocklington  served  as  the  IMA  to  Adams-Ender,  the  chief  of  the 
Army  Nurse  Corps,  assisting  her  on  mobilization  issues  as  they  applied  to  both  the 
USAR  and  ARNG.96  She  represented  the  chief  in  boards  and  meetings;  assisted 
in  the  formulation  of  RC  integration  and  mobilization  policy;  participated  in  RC 
recruitment,  retention,  and  training  activities;  and  increased  RC  visibility.97 

After  three  years  in  her  IMA  position,  Pocklington  pioneered  another  unusual 
assignment  by  assuming  responsibilities  of  a non-branch-specific  position  as  dep- 
uty chief  for  public  affairs  on  the  Department  of  the  Army  level.  At  first,  Pock- 
lington considered  her  new  responsibilities  in  public  affairs  as  worlds  apart  from 
her  former  role  as  a nurse.  After  considering  it,  however,  she  concluded  there 
were  similarities  between  the  two  missions  because  survival  was  the  crucial  at- 
tribute of  both  these  disciplines.  In  the  AMEDD,  Pocklington  envisioned  survival 
of  the  soldier  as  fundamental,  while  in  public  affairs  the  focus  was  the  survival 
of  the  Army’s  reputation.  This  approach  provided  her  with  a framework  through 
which  to  view  her  responsibilities  and  allowed  her  to  make  use  of  her  AMEDD 
background  to  enhance  her  contributions  in  public  affairs.  Pocklington  was  the 
first  female  and  nurse  to  serve  in  this  atypical  role  and  the  first  general  officer 
Army  nurse  to  fill  a position  not  in  the  AMEDD.98 

In  1993,  Brigadier  General  Sharon  Vander  Zyl  blazed  a parallel  trail  in  the 
Army  National  Guard.  Vander  Zyl,  likewise  the  first  female  general  officer  in 
the  ARNG,  served  as  special  assistant  to  the  chief  of  the  Army  Nurse  Corps.99 
Many  talented  Army  Nurse  Corps  officers  in  the  Active  Component,  Reserve,  and 
National  Guard  helped  to  widen  the  access  to  future  branch  immaterial  and  com- 
mand positions  for  Army  nurses. 

During  the  1980s,  the  Army  Nurse  Corps  made  an  effort  to  improve  the  qual- 
ity of  RC  training  to  enhance  readiness  skills.  As  early  as  1981,  Major  Diane 
Corcoran,  chief  of  the  Nursing  Education  and  Training  Service  (NETS)  at  Fitz- 
simons  Army  Medical  Center,  and  Sergeant  First  Class  David  Steffenson,  Non- 
Commissioned  Officer  in  Charge,  NETS,  tackled  readiness  issues  on  a unit  level 
when  reservists  arrived  at  their  installation  for  training.  Corcoran  observed  that 
the  reservists  typically  felt  that  their  annual  two-week  active  duty  for  training 
assignment  did  not  furnish  them  with  what  they  needed,  indeed,  they  “weren’t 
even  sure  what  they  were  supposed  to  accomplish.”100  Consequently,  the  pair  for- 
mulated a reserve  training  program,  the  Systematic  Modular  Approach  to  Realis- 
tic Training  (SMART),  to  educate  officers  and  enlisted  troops  about  their  actual 
wartime  responsibilities.  Previously,  the  reservists  provided  peacetime  health  care 
services  during  their  annual  training  time.101  This  improved  routine  nursing  skills 
but  did  not  enhance  combat  nursing  proficiencies.  SMART  was  one  answer  to 
that  problem.  It  began  with  a program  briefing.  Next,  NETS  furnished  the  partici- 
pants with  booklets  that  delineated  learning  objectives  and  assignments  in  specific 
roles,  such  as  wardmaster,  head  nurse,  practical  nurse,  or  medic.  The  booklets 
explicitly  outlined  clinical  and  administrative  tasks  and  specified  individual  and 
unit  training  responsibilities.  The  reserve  units  became  accountable  for  each  sol- 
dier’s implementation  of  the  training  and  tasks,  while  NETS  provided  assistance 
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Pictured  is  Brigadier  General  Dorothy  B.  Pocklington,  the  first  reserve  Army  nurse  and  the  first  female 
reserve  officer  to  serve  in  the  grade  of  brigadier  general  (1988). 

Photo  courtesy  of  Dorothy  Pocklington,  Ellicott  City,  MD. 
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Pictured  is  Brigadier  General  Sharon  Vander  Zyl,  the  first  female  general  officer  in  the  Army  National 
Guard  who  served  as  the  Special  Assistant  to  the  Chief  Army  Nurse  Corps  for  Mobilization  and  Guard 
Affairs  (1993). 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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on  an  as-needed  basis.102  Also,  an  evaluation  of  the  soldier’s  performance  served 
to  document  training  and  capabilities.  By  1984,  after  three  years  of  using  SMART, 
both  Fitzsimons  staff  and  reservists  agreed  that  SMART  fostered  a higher  level 
of  training  and  better  utilization  of  active  component  and  ARNG/USAR  person- 
nel.103 Nonetheless,  SMART  had  its  detractors  among  hospital  commanders.  In 
fact,  some  of  the  commanders  created  “a  lot  of  flak”  about  the  program.104  Some 
observers  felt  the  added  RC  support  in  meeting  the  everyday  needs  of  providing 
health  care  in  fixed  facilities  in  times  of  peace  was  viewed  as  more  important  than 
enhancing  combat  readiness  knowledge  and  skills. 

From  1987  to  1989,  USAR  nurses  participated  in  a number  of  practical  field 
exercises.  They  erected  a pre-positioned,  1,000-bed  hospital  in  Great  Britain 
and  field  tested  its  equipment,  e.g.,  ventilators,  infusion  pumps,  and  suction  ma- 
chines.105 The  nurses  fine-tuned  an  evacuation  plan  in  a combined  British-U.S. 
Air  Force  exercise.  They  also  repacked  the  facility  so  that  it  could  be  put  to  use 
quickly  if  the  reserve  forces  mobilized.  Other  realistic  training  occurred  in  the 
summer  of  1988,  when  Army  Nurse  Corps  officers  and  others  assigned  to  the 
399th  Combat  Support  Hospital  staffed  a field  hospital  during  a 15,000-soldier 
ARNG  two-week  field  training  exercise  at  Fort  Hood,  Texas.  The  Army  nurses 
cared  for  approximately  1 ,500  patients,  about  75  of  the  soldiers  being  admitted  to 
the  hospital  for  treatment  of  illness  or  injury.106 

Throughout  the  1980s,  Army  Nurse  Corps  officers  committed  themselves  to  im- 
proving readiness  and  built  on  the  progress  achieved  earlier  in  the  immediate  post- 
Vietnam  War  years.  Army  nurses’  preparedness  steadily  improved  and,  whether 
relief  mission  or  combat  operation,  Army  nurses  were  ready  to  provide  care. 
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Chapter  Twelve 

Refugee  and  Humanitarian  Operations 
During  the  1980s 


rmy  Nurse  Corps  readiness  met  its  first  field  test  for  the  new  decade  in  the 


spring  of  1980  with  a humanitarian  mission,  the  Cuban  Refugee  Opera- 


tion. In  April  1980,  Cuban  leader  Fidel  Castro  allowed  a mass  emigration 
of  Cubans,  and  many  absconded  from  the  communist  country.  President  Jimmy 
Carter  in  turn  resolved  to  accept  the  tens  of  thousands  of  immigrants  who  landed 
on  the  U.S.  shores,  many  of  whom  were  described  as  unwanted  social  elements, 
such  as  career  criminals,  those  with  psychiatric  illnesses,  and  mentally  deficient 
individuals.1 

Carter  delegated  the  responsibility  for  coordinating  the  reception  of  refugees  to 
the  newly  organized  Federal  Emergency  Management  Agency,  which  directed  the 
U.S.  Public  Health  Service  (USPHS)  to  provide  health  assessments  and  medical 
treatment  for  the  displaced  persons.  The  USPHS,  however,  was  unable  to  respond 
fully  to  the  mission  because  the  charge  was  beyond  its  capabilities.  Consequently, 
the  Federal  Emergency  Management  Agency  approached  the  Department  of  De- 
fense, asking  it  to  help  provide  the  required  services.2  Because  the  Army  had 
been  so  successful  in  managing  a similar  processing  operation  for  Vietnamese 
refugees  in  1975,  the  Department  of  Defense  named  the  secretary  of  the  Army  as 
the  defense  executive  agent  of  the  “Freedom  Flotilla,”  or  “Mariel  Boatlift,”  as  the 
operation  was  labeled.3  The  Army  Medical  Department  (AMEDD)  subsequently 
provided  support  at  the  Miami,  Florida,  Reception  Center  and  furnished  the  bulk 
of  the  medical  services  at  the  processing  centers  located  at  Fort  Chaffee,  Arkan- 
sas; Fort  McCoy,  Wisconsin;  and  Fort  Indiantown  Gap,  Pennsylvania;  with  the  as- 
sistance of  USPHS  personnel,  as  available.  Health  care  support  encompassed  hos- 
pitalizations early  in  the  mission  and  extensive  outpatient,  preventive  medicine, 
and  environmental  engineering  services  and  aeromedical  evacuation  throughout 
the  operation.  The  USPHS  later  contracted  with  local  civilian  hospitals  to  care  for 
most  of  the  immigrants  who  required  further  hospitalization.4 

The  first  hospital  unit  to  mobilize  for  the  Cuban  relief  mission  was  the  47th 
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Field  Hospital  garrisoned  at  Fort  Sill,  Oklahoma.  On  7 May  1980,  Forces  Com- 
mand (FORSCOM)  alerted  the  47th  to  deploy  to  Fort  Chaffee,  Arkansas.  The 
main  elements  of  the  47th  Field  Hospital  arrived  at  Fort  Chaffee  by  truck  convoy 
on  8 May  1980.  Professional  Officer  Filler  System  staff  from  Reynolds  Army 
Hospital  at  Fort  Sill  arrived  the  next  day,  and  the  hospital  commenced  operation. 
By  11  May  1980,  4,000  refugees  were  living  in  the  resettlement  camp  at  Fort 
Chaffee.5  The  camp  population  peaked  at  19,200  on  18  May  1980,  when  the  last 
group  of  refugees  arrived.6  From  11  May  until  28  June  1980,  at  which  point  most 
of  the  47th  returned  to  Fort  Sill,  the  hospital  dealt  with  one  case  of  meningococ- 
cal meningitis,  an  outbreak  of  staphylococcal  food  poisoning,  and  three  refugee 
births.7 

The  tenor  of  the  operation  was  neither  humdrum  nor  tranquil.  On  26  May  1980, 
“refugee  discontent”  devolved  into  rioting,  turmoil,  and  the  escape  of  hundreds  of 
refugees.  Although  the  47th  Field  Hospital  activated  its  mass  casualty  plan,  in  this 
instance  there  were  no  injuries  from  the  revolt.  On  1 June  1980,  however,  another 
uprising  ended  in  mayhem  and  bloodshed.8  Several  hundred  Cubans  escaped  from 
Fort  Chaffee,  rioted  in  the  local  streets,  and  marched  down  a highway  chanting 
“Libertad!  Libertad!”  In  response,  Governor  William  Clinton  activated  the  state 
police  and  National  Guard.  Confrontations  between  authorities  and  demonstrators 
left  67  injured,  “mostly  Cubans,  some  of  whom  had  their  heads  cracked  open  with 
billy  clubs.”  Residents  living  around  Fort  Chaffee  were  “incensed  at  the  Carter 
administration’s  hellbroth  of  Cuban  refugees  invading  their  neighborhood.”9  The 
47th  Field  Hospital  treated  46  emergent  patients,  five  suffering  from  gunshot 
wounds  and  13  others  with  knife  wounds  and  blunt-trauma  injuries.  Most  of  the 
47th  Field  Hospital’s  personnel  left  Fort  Chaffee  on  28  June  1980,  but  some  clini- 
cal staff,  including  a psychiatric  nurse,  remained  behind  to  augment  the  USPHS 
efforts.10 

There  were  14  Army  Nurse  Corps  officers  detailed  to  the  47th  Field  Hospi- 
tal.11 Lieutenant  Colonel  Esther  Segler,  the  chief  nurse,  individually  selected  the 
nurses,  basing  her  choice  on  their  specialty  skills,  their  professional  experience, 
and  the  anticipated  population  of  care  recipients,  not  simply  on  Modified  Table  of 
Organization  and  Equipment  (MTO&E)  requirements.  As  patient  care  needs  be- 
came clearer,  the  command  requested  additional  Army  Nurse  Corps  officers  and 
sent  others  back  to  their  home  units  because  their  specialty  services  proved  less 
essential.  Early  in  the  mission,  Segler  asked  for  a senior  Army  nurse  to  undertake 
the  responsibilities  of  assistant  chief  nurse  because  her  usual  day  was  consumed 
by  a plethora  of  responsibilities,  such  as  answering  questions  pertaining  to  the 
assembly  of  the  tent  hospital  and  organizing  support  staff  in  a “constantly  chang- 
ing situation  which  fluctuated  by  the  hour.”12  When  her  assistant  arrived,  Segler 
redirected  her  own  attention  to  other  essential  chores,  such  as  coordinating  meet- 
ings with  the  USPHS,  press  briefings,  escorting  both  military  and  congressional 
VIPs,  touring  the  mothballed  hospital,  and  attending  innumerable  staff  meetings. 
Her  redirection  allowed  others  to  engage  requisite  daily  activities  necessary  for 


mission  success. 
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Many  of  those  Army  nurses  who  arrived  after  the  mission  began,  especially 
those  coming  from  Puerto  Rico’s  369th  Station  Hospital,  were  fluent  in  Spanish. 
Besides  nursing  duties,  they  translated  for  the  staff  and  shared  insights  on  the 
refugees’  cultural  perceptions.  They  remained  for  only  eight  days  and,  after  their 
departure,  the  accuracy  and  quality  of  staff  communication  with  patients  plum- 
meted dramatically.  Other  units  also  reinforced  the  47th  Field  Hospital’s  efforts. 
On  12  May  1980,  the  675th  Medical  Detachment  and  676th  Medical  Detachment 
deployed  from  Fort  Benning,  Georgia,  and  operated  a 24-hour  dispensary.  They 
remained  at  Fort  Chaffee  until  22  June  1980. 

After  the  long  days  spent  erecting  tents  and  organizing  and  equipping  wards  at 
Fort  Chaffee,  duty  shifts  settled  into  a routine  of  10-hour  days.  Eight  days  into  the 
mission,  the  hospital  moved  from  mobile  Army  surgical  hospital  tentage  into  the 
previously  mothballed  cantonment  facility  and  began  eight-hour  shifts.13  There 
were— no  doubt— exceptions  to  the  routine  schedules,  and  Army  nurses  worked 
extended  shifts  when  necessary.  During  the  rioting,  when  a higher  alert  level  was 
in  place  and  workload  increased,  the  commander  telephoned  the  deputy  chief  of 
staff,  operations,  at  Health  Services  Command  (HSC),  reiterating  previously  writ- 
ten pleas  for  more  nurses.  Lieutenant  Colonel  Cams  expressed  concern  that  HSC 
was  unaware  that  Army  Nurse  Corps  officers  were  covering  24-hour  shifts  every 
day.14  A week  later,  his  persistent  demands  paid  off,  when  five  medical- surgical 
nurses  and  a psychiatric  nurse  arrived  to  augment  the  47th  Field  Hospital.  How- 
ever, their  arrival  was  offset  by  the  almost  simultaneous  departure  of  five  other 
nurses.  With  the  exception  of  this  one  crisis,  however,  staffing  seemed  adequate 
and  working  hours  acceptable. 

Topping  the  list  of  lessons  learned  were  the  all-too-familiar  logistical  deficien- 
cies. Nurses  from  Reynolds  Army  Hospital  fortunately  had  the  good  sense  to  bring 
supplies  like  bassinets,  a fetoscope,  Halothane,  a laryngoscope,  baby  shirts,  and 
so  forth  along  with  them.  Nonetheless,  many  essential  items,  such  as  intravenous 
equipment,  syringes,  blood  tubes,  tape,  gauze,  and  medications,  were  unavailable 
when  the  47th  Field  Hospital  began  operation.  There  also  were  not  enough  field 
sinks,  and  those  that  were  available  proved  unreliable. 

Coordination  between  the  Army  nurses  who  predominantly  operated  the  in- 
patient services  and  the  USPHS  nurses  who  staffed  the  dispensaries  was  poor  and 
the  USPHS  nurses  rotated  in  and  out  of  Fort  Chaffee  every  two  weeks.15  Newly 
arrived  USPHS  nurses  required  a few  days  for  orientation  and  a few  more  for 
out-processing  at  the  beginning  and  end  of  their  two- week  duty  period,  thereby 
limiting  their  productivity.16 

Control  of  the  displaced  persons  in  the  camp  also  presented  problems.  The 
camp  was  spread  over  a wide  area  and  a labyrinthine  layout  forced  nurses  to  es- 
cort refugees  moving  between  sections  of  the  hospital.  Patients  also  strayed  from 
their  wards  and  were  disinclined  to  settle  down  at  night.  Control  of  patient  visitors 
was  another  demanding  task.  Thievery  was  prevalent.  Then  another  wholly  un- 
foreseen cultural  complication  surfaced.  In  the  field  setting,  the  nurses  wore  their 
fatigue  uniforms,  but  their  olive  drab  clothing  reminded  the  patients  of  Castro’s 
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militia,  who  wore  similar-looking  uniforms.  Patients  suspected  the  fatigue-clad 
nurses  were  somehow  in  league  with  their  former  leader.17 

Another  point  realized  during  the  Fort  Chaffee  mission  was  the  imperative  to 
review  and  upgrade  the  MTO&E/TO&E  system  to  include  facilities,  structure, 
and  function.  True  readiness  and  held  efficiency  depended  on  new  doctrine,  better 
facilities,  and  improved  staffing.  The  47th  Field  Hospital’s  After  Action  Report 
documented  that  “gross  inadequacies  which  require  immediate  attention  exist  in 
the  areas  of  personnel  staffing,  equipment,  medical  supply,  and  power  distribu- 
tion.” Transportation  of  the  held  hospital  highlighted  further  shortcomings.  When 
the  47th  Field  Hospital  deployed  for  the  Cuban  Refugee  Operation,  only  16  per- 
cent of  its  basic  load  of  equipment  could  be  moved  on  its  own  trucks.18  The  ex- 
pedient practice  of  depending  on  other  units  for  transportation  potentially  jeopar- 
dized this  and  future  operations. 

The  second  processing  center  to  receive  the  Cuban  refugees  began  operation 
on  11  May  1980  at  Fort  Indiantown  Gap,  Pennsylvania,  where  in  1975  displaced 
Vietnamese  immigrants  were  processed.  The  Fort  Indiantown  Gap  director  of 
personnel  and  community  activities  in-processed  the  Cuban  refugees,  assisting 
them  in  filling  out  Immigration  and  Naturalization  Service  paperwork,  distribut- 
ing meal  and  identihcation  cards,  and  providing  billeting  assignments  and  medi- 
cal screening.  As  of  31  May  1980,  FORSCOM  relinquished  control  of  the  center 
to  the  Immigration  and  Naturalization  Service,  U.S.  Department  of  State,  and 
volunteer  agencies,  which  then  assumed  responsibility  for  resettling  the  Cubans. 
Over  the  20-day  span  from  11  May  to  31  May  1980,  19,094  refugees  arrived  at 
Fort  Indiantown  Gap.19 

The  42nd  Field  Hospital,  home  based  at  Fort  Knox,  Kentucky,  provided  medi- 
cal support  for  the  refugee  camp  at  Fort  Indiantown  Gap.  Unit  conditions  before 
deployment  were  reminiscent  of  those  prevalent  in  the  1970s.20  While  in  garrison 
at  Fort  Knox,  the  Medical  Service  Corps  unit  commander  delegated  many  duties 
to  the  chief  nurse,  including  the  significant  responsibility  of  logistics  officer,  and 
assigned  many  of  the  enlisted  nursing  staff  to  nonnursing  duties.  When  Captain 
Wilfredo  Nieves,  the  garrison  chief  nurse,  prepared  to  step  aside  as  Lieutenant 
Colonel  Mary  J.  Wise  assumed  the  chief  nurse  responsibilities  upon  deployment, 
the  garrison  hospital  commander  objected  to  Wise’s  assignment  and  reminded 
Nieves  that  he  still  worked  for  the  commander  and  that  Nieves’  officer  efficien- 
cy report  was  pending.21  The  commander’s  statements  seemed  to  suggest  that 
Nieves  should  resist  his  replacement  or  face  the  possibility  of  a substandard  job 
performance  evaluation.  When  Wise  arrived  at  Fort  Indiantown  Gap  and  took 
charge,  she  met  with  blatant  opposition  from  the  garrison  commander  and  found 
that  many  of  the  enlisted  nursing  personnel  were  filling  slots  in  the  motor  pool, 
ambulance  section,  and  x-ray  department,  and  one  was  even  a driver  for  the  com- 
mander. For  the  entire  deployment  of  28  days,  Wise  exerted  prodigious  efforts 
to  correct  the  assignments  and  the  command  and  control  channels.  Still,  she  had 
little  authority  over  the  enlisted  nursing  staff.  At  the  same  time,  she  characterized 
her  rapport  with  the  Medical  Corps  officer  who  assumed  command  of  the  hospital 
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in  the  field  as  exceptional  and  her  relationship  with  Nieves  collegial.  Wise  consid- 
ered Nieves  an  outstanding  officer  and  credited  him  with  making  the  operation  a 
success.  She  recommended  that  in  the  future  TO&E  units  be  assigned  to  the  local 
Table  of  Distribution  and  Allowances  (TDA)  hospital  commander  to  encourage 
cross-training  and  improve  individual  readiness  of  both  TO&E  and  TDA  person- 
nel.22 Although  TO&E  personnel  were  not  subsequently  assigned  to  TDA  units 
as  Wise  suggested,  Professional  Officer  Filler  System  nurses  eventually  did  train 
with  their  designated  mobilization  units,  and  TO&E  enlisted  personnel  did  gain 
clinical  experience  in  co-located  TDA  hospitals  under  the  Medical  Proficiency 
Training  program.  Later,  when  a sizable  number  of  Army  nurses  was  assigned 
to  FORSCOM  but  were  attached  to  HSC  (TDA)  hospitals,  they  expanded  their 
versatility  and  gained  a foothold  in  both  camps,  improving  their  skills  and  estab- 
lishing important  professional  relationships. 

When  Fort  Indiantown  Gap  neared  its  capacity  of  20,000  immigrants,  a con- 
sortium made  up  of  Department  of  Defense,  Federal  Emergency  Management 
Agency,  and  the  General  Services  Administration  designated  a third  camp,  Fort 
McCoy,  Wisconsin,  to  accommodate  Cuban  refugees. 

Fort  McCoy,  Wisconsin,  opened  on  29  May  1980  and  processed  a total  of 
14,360  refugees  through  3 November  1980,  when  it  ceased  operation.  Those  pro- 
cessed at  Fort  McCoy  included  a higher  percentage  of  criminals  and  mentally  ill 
individuals  than  at  the  other  two  centers.23  This  reality  made  more  violence  inevi- 
table, and  the  Army  had  to  deploy  mechanized  infantry  from  Fort  Carson,  Colo- 
rado, and  airborne  air  assault  troops  from  Fort  Campbell,  Kentucky,  to  control  the 
violence.24  Additionally,  the  overall  health  of  these  immigrants  was  significantly 
worse  than  that  of  the  first  immigrants.  A FORSCOM  historian  later  concluded 
that  “Communist  Cuba’s  highly  vaunted  and  even  more  highly  publicized  social- 
ized medical  care  delivery  system  did  not,  in  fact,  extend  to  every  member  of  the 
population.”25 

The  86th  Combat  Support  Hospital,  garrisoned  at  Fort  Campbell,  Kentucky, 
arrived  with  its  Mobile  Unit,  Surgical,  Transportable  (MUST)  equipment  at  Fort 
McCoy  on  23  May  1980.  Professional  Officer  Filler  System  staff  signed  in  the 
following  day,  and  Lieutenant  Colonel  Maria  L.  Flecha,  the  chief  nurse,  went  to 
work.  She  assigned  patients  to  nursing  units  based  on  their  diagnoses.  She  con- 
ferred with  the  preventive  medicine  officer  and  outlined  procedures  for  isolation, 
infectious  waste  disposal,  and  contaminated  linen  handling.  Flecha  assigned  her 
18  Army  Nurse  Corps  officers,  selecting  head  nurses  and  detailing  others  to  their 
individual  responsibilities.  Elective  surgeries  were  not  scheduled  daily,  so  Flecha 
had  the  nurse  anesthetist  and  operating  room  nurse  work  in  the  emergency  room 
while  remaining  on  call  for  unscheduled  operative  cases.  Patients  hospitalized 
or  treated  in  the  emergency  room  included  refugees  who  were  dehydrated,  asth- 
matics, hypertensives,  psychiatric  cases,  those  with  infected  wounds,  victims  of 
animal  bites,  those  suffering  with  acute  skin  conditions,  trauma  patients,  and  a 
few  with  cardiac  and  respiratory  arrest.  The  command  soon  found  it  expedient  to 
delegate  unanticipated  medical  duties  to  nursing  personnel.  Two  Army  nurses,  for 
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example,  became  responsible  for  triaging  refugees  disembarking  from  incoming 
flights.  Four  other  Army  nurses  served  at  the  in-processing  center  doing  health 
screenings  and  referrals  as  needed.  When  the  command  established  two  Troop 
Medical  Clinics,  nursing  staff  took  charge.  They  set  up  the  Troop  Medical  Clin- 
ics, scrubbed  the  facilities,  oversaw  installation  of  partitions,  and  requisitioned 
and  organized  equipment  and  supplies.  Spanish-speaking  Army  nurses  staffed  the 
Troop  Medical  Clinics.  Not  surprisingly,  during  the  first  three  weeks  of  the  de- 
ployment, all  of  the  nursing  staff  worked  12-hour  shifts.26 

FORSCOM  announced  retrospectively  that  the  AMEDD  failed  to  deploy 
enough  people  to  Fort  McCoy  to  meet  demands  for  refugee  medical  care.  Health 
care  services  greatly  exceeded  the  capability  of  the  one  Combat  Support  Hospital 
and  the  two  Preventive  Medicine  Detachments  deployed.  Originally,  however, 
the  Office  of  The  Surgeon  General  and  HSC  had  planned  to  limit  their  support 
to  emergency  treatment,  hospitalization,  and  preventive  medicine,  but  other  mis- 
sions materialized  with  the  arrival  of  the  refugees.  Additional  missions  were  sup- 
port at  the  airfield  at  LaCrosse,  Wisconsin,  screening  new  arrivals,  ambulance 
transportation,  and  the  operation  of  two  TMCs.  There  also  were  requirements 
for  emergency  care,  hospitalization,  preventive  health  measures,  urgent  dental 
care  involving  extractions  and  emergency  oral  surgery,  and  a considerable  amount 
of  psychiatric  care,  including  specialized  psychiatric  assessments  called  for  by 
the  Immigration  and  Naturalization  Service.27  The  leadership  of  the  86th  Combat 
Support  Hospital  disputed  the  shortcomings  alleged  by  FORSCOM.  Flecha’s  Af- 
ter Action  Report  read: 

Another  major  area  of  concern  affecting  the  mission  was  the  inability  of  the  United  States  Public 
Health  Service  (USPHS)  to  effectively  plan  and  execute  the  organization  of  the  overall  Cuban  Refu- 
gee Program.  The  86th  Combat  Support  Hospital  was  deployed  to  provide  inpatient  and  emergency 
room  care.  Due  to  the  inability  of  USPHS  to  recruit  and  hire  sufficient  personnel  to  staff  all  areas  of 
the  operation,  the  86th  CSH  was  required  to  take  on  the  added  responsibilities  of  airfield  support,  in- 
processing and  medical  screening,  and  the  opening  and  staffing  of  two  refugee  dispensaries.28 

FORSCOM  ordered  the  86th  Combat  Support  Hospital  to  end  operations  by  29 
June  1980  and  directed  the  unit  to  disassemble  its  MUST  equipment  for  shipment 
back  to  Fort  Campbell.  The  USPHS  then  made  accommodations  for  the  Cuban 
refugees  requiring  hospitalization  to  receive  care  in  local  civilian  institutions.  Au- 
thorities directed  the  USPHS  to  set  up  and  staff  an  emergency  room,  which  it 
was  unable  to  do.  Instead,  the  86th  Combat  Support  Hospital  staff  designed  and 
coordinated  the  facility  and  organized  the  equipment,  supplies,  and  drugs  in  the 
new  emergency  room.  They  also  gave  an  orientation  to  USPHS  staff  working  in 
the  emergency  room.29  Whether  because  of  inadequate  numbers  or  lack  of  expe- 
rience, the  USPHS  could  not  conduct  its  assigned  mission.  Instead,  a group  of 
Army  Nurse  Corps  officers  were  there  and  filled  the  void. 

Flecha’s  After  Action  Report  criticized  the  unfamiliar  and  obsolete  equipment 
and  the  unavailability  of  medical  items  to  treat  the  various  ailments  of  the  ref- 
ugees. She  recommended  that  the  Army  update  the  medications,  supplies,  and 
equipment  prescribed  for  combat  support  hospitals.  Flecha  viewed  the  lackluster 
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medical  proficiency  of  most  of  the  assigned  TO&E  enlisted  staff  as  a larger  prob- 
lem. They  neither  could  immediately  respond  to  emergencies  nor  meet  the  needs 
of  patients  or  physicians.  Senior  non-commissioned  officers  needed  to  improve 
their  management  skills  to  oversee  wards  and  clinics,  establish  supply  levels,  and 
teach  and  supervise  the  junior  enlisted  staff.  Consequently,  Flecha  recommended 
that  the  AMEDD  devote  additional  time  and  energy  to  augment  the  training  for  its 
troops.  Army  nurses  in  fixed  facilities  likewise  should  instruct  the  personnel  as- 
signed to  field  facilities  because— in  Flecha’s  opinion— the  AMEDD  had  to  stress 
field  training  for  all  professional  personnel.  These  kind  of  assessments  and  lessons 
learned  from  all  the  deployed  field  hospitals  gave  impetus  for  the  radical  reform 
and  modernization  of  TO&E  structure  and  function  in  the  approaching  decade. 

The  field  hospitals  that  deployed  for  the  Cuban  Refugee  Operation  played  an 
important  role,  and  without  them,  the  undertaking  had  the  potential  to  become 
an  embarrassing  debacle.  At  the  least,  conditions  would  have  been  more  chaotic. 
Several  Army  Nurse  Corps  officers  who  participated  were  Vietnam  War  veterans 
and  others  had  recent  field  experience.  Their  professional  knowledge  and  experi- 
ence were  vital  to  the  mission. 

Another  significant  foreign  mission  took  place  in  the  summer  of  1983.  At  that 
time,  President  Ronald  Reagan  ordered  joint  and  combined  military  exercises  with 
Honduras  and  El  Salvador  in  Central  America  to  demonstrate  the  U.S.  commit- 
ment against  a growing  Marxist  guerilla  threat.30  The  objectives  of  the  Big  Pine  II 
maneuvers,  Ahuas  Tara  I,  Ahuas  Tara  II,  and  Granadero  I,  were  to  improve  host- 
nation  readiness,  counter  Communist  expansion,  and  to  demonstrate  an  American 
presence  and  interest.31 

Most  of  the  aforementioned  exercises  took  place  in  Honduras,  a developing 
Central  American  nation.  In  support  of  these  training  missions,  elements  of  the 
41st  Combat  Support  Hospital  from  Fort  Sam  Houston,  Texas,  deployed  to  that 
country  in  September  1983  and  in  48  hours  erected  a 60-bed  facility  in  a muddy, 
insect-ridden  field.  This  humble  beginning  evolved  into  the  Medical  Element 
(MEDEL)  of  Joint  Task  Force  (JTF)  Bravo,  Honduras.  U.S.  Army,  Navy,  and  Air 
Force  medical  personnel  staffed  the  MEDEL,  whose  missions  were  to  support  the 
joint  field  exercises  and  provide  humanitarian  assistance  to  local  Hondurans.  JTF 
Bravo  staff  rotated  regularly.  In  March  1984,  the  47th  Field  Hospital  from  Fort 
Sill,  Oklahoma,  arrived  for  its  temporary  duty  in  support  of  the  mission.  While 
there,  the  staff  also  supported  Medical  Civilian  Assistant  Programs,  also  referred 
to  as  Medical  Readiness  Training  Exercises,  three  times  a week.32 

Lieutenant  Colonel  Nancy  Nooney  was  chief  nurse  in  Honduras  for  several 
months  in  1984.  She  characterized  the  climate  there  as  so  unbearably  hot  that 
even  tropical- weight  fatigues  were  uncomfortable.  Despite  the  miserable  weather, 
the  Army  Nurse  Corps  officers  made  their  contributions.  An  assigned  nurse  mid- 
wife working  for  Nooney  participated  in  Medical  Civilian.  Assistant  Programs 
and  evaluated  expectant  mothers  — seemingly  every  local  female  inhabitant  older 
than  12  years  of  age.33  The  midwife  also  conducted  a gynecological  clinic  twice 
weekly  and  was  a great  asset  in  controlling  venereal  disease.  Additionally,  a Span- 
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ish-speaking  Army  nurse  and  two  enlisted  medics  taught  a Combat  Medic  Course 
for  35  Honduran  soldiers.  When  the  82nd  Airborne  Division  scheduled  an  air 
drop  about  seven  miles  away,  the  MEDEL  went  into  a Mass  Casualty  posture  but 
fortunately  had  to  treat  only  one  minor  injury.  Overall,  the  nurses  provided  good 
safe  care  and  did  a considerable  amount  of  teaching  under  exceedingly  difficult 
circumstances.34 

Captain  Nelly  Aleman-Guzman  also  provided  state-of-the-art  nursing  care  and 
taught  rudimentary  nursing  skills  to  local  nationals  in  Honduras  in  1984.  Her  in- 
struction focused  variously  on  the  knowledge  and  skills  necessary  to  carry  out  car- 
diopulmonary resuscitation,  infusion  therapy,  and  the  application  of  tourniquets. 
She  participated  in  134  Medical  Civilian  Assistant  Programs  treating  upward  of 
400  patients  daily  on  her  visits  to  rural  villages  and  regarded  her  time  in  Honduras 
as  “a  once-in-a-lifetime  experience.”  Aleman-Guzman’s  fluent  Spanish  facilitated 
her  one-on-one  interactions  with  locals  and  made  her  the  obvious  choice  as  an 
interpreter  for  her  English-speaking  counterparts  as  well.35 

When  General  Connie  L.  Slewitzke  visited  JTF  Bravo  with  a group  of  gen- 
eral officers  in  1987,  she  found  troubling  issues.36  The  operating  room  staff,  for 
example,  routinely  allowed  contaminated  drainage  to  flow  through  a hole  in  the 
floor,  and  years  of  seepage  left  a noxious  odor  and  even  larger  quality  issues. 
Slewitzke  rejected  the  attitude  that  the  Hondurans  did  it  this  way  and  insisted 
on  maintaining  North  American  standards  while  adapting  to  the  local  realities. 
Although  the  rough  conditions  gave  the  Army  nurses  experience  in  operating  in 
an  austere  environment,  Slewitzke  had  some  doubts  about  the  real  value  of  the 
mission,  believing  the  participating  nurses  were  engaged  in  work  more  suitable 
for  the  Peace  Corps.37 

In  1992  when  Lieutenant  Colonel  Cindy  Gurney  was  chief  nurse  at  the 
MEDEL,  some  conditions  had  improved  but  many  had  not.  By  then,  the  facility 
had  become  a network  of  wooden  hooches  (semipermanent  huts)  connected  by 
boardwalks,  “a  remarkable  cross  of  wild  west  and  Polynesian  [sic]  village.”  The 
nursing  office  shared  a hooch  with  the  Patient  Administration  Division.  The  oper- 
ating room,  central  material  supply,  x-ray,  and  laboratory  were  housed  within  the 
Deployable  Medical  System  equipment.  The  facility’s  single  ward  had  a 12-bed 
capacity.  Gurney’s  quarters  consisted  of  a small  room  in  a one-story  building  with 
shared  communal  baths. 

Security  at  the  compound  was  exceptionally  strict.  Helicopters  carried  those 
participating  in  the  Medical  Readiness  Training  Exercises,  morale  shopping  activ- 
ities, and  recreational  trips  from  the  camp.  Travel  over  land  demanded  heightened 
security  and  special  precautions  because  of  possible  guerrilla  threats.  Personnel 
traveled  in  groups  of  at  least  two  vehicles  with  a minimum  of  four  people  per 
vehicle.  When  a third  vehicle  was  added  to  the  group,  they  moved  in  convoy 
formation  accompanied  by  a Joint  Security  Forces  vehicle  loaded  in  the  front  and 
rear  with  M60  automatic  weapons.38 

When  Gurney  arrived  at  a nearby  orphanage  to  participate  in  a Medical  Readi- 
ness Training  Exercise  one  Saturday  morning,  boys  and  girls  darted  out  from 
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Lieutenant  Colonel  Cindy  Gumey,  chief  nurse  at  the  Medical  Element  in  Honduras  in  1992,  is  pictured 
here  with  a three-year-old  local  child,  Omar.  The  pair  became  good  friends. 

Photo  courtesy  of  Colonel  Cindy  Gumey,  Clifton  Park,  NY. 

every  direction.  Gumey  organized  the  children,  who  ranged  in  age  from  toddlers 
to  adolescents,  into  a medical  assembly  line.  First,  a Honduran  liaison  physician 
determined  the  child’s  chief  medical  complaint.  Then  a physician  assistant  did 
a brief  assessment  of  that  problem  and  prescribed  a medication.  Two  pharmacy 
technicians  dispensed  the  appropriate  medications  and  Gumey  administered  de- 
worming  medication  to  each  child,  the  amount  depending  on  the  youngster’s  age 
and  weight.  The  children’s  health  problems  varied  from  simple  complaints  to  se- 
rious syndromes,  and  teams  treated  everything  from  runny  noses,  inflamed  ears, 
headaches,  and  dermatitis  to  malaria,  cardiac  anomalies,  and  cerebral  palsy.  A 
three-year-old  latched  onto  Gumey. 

When  I couldn’t  carry  him,  he  hung  on  my  pockets.  I didn’t  need  to  speak  to  him.  He  didn’t  try  to 
speak  to  me.  We  couldn’t  understand  each  other  except  for  the  primitive  understanding  that  passes 
when  two  souls  touch  and  tickle  and  giggle  together.39 

There  was  great  personal  gratification  in  the  work  because  it  involved  a satisfy- 
ing blend  of  altruism  and  mission  accomplishment.40 

Although  these  outreach  activities— common  to  many  foreign  missions  of 
any  sizable  extent— were  undoubtedly  well  intentioned,  there  were  those  who 
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believed  that  they  rarely  yielded  long-term  positive  effects.  Advances  in  health 
status  were  realized  but  they  may  have  suggested  to  the  local  inhabitants  that  their 
own  government  was  incapable  of  providing  basic  health  care.  Once  the  Ameri- 
cans left,  the  population’s  health  had  the  potential  to  revert  quickly  to  its  previous 
precarious  state.  Such  conditions  in  Honduras  bore  a noteworthy  resemblance  to 
comparable  activities  during  the  Vietnam  War,  about  which  Wilensky  suggested 
the  priority  instead  “should  be  on  developing  capability,  not  providing  service.” 
He  added  that  “this  process  of  education  requires  a long  standing  commitment” 
and  is  challenging  for  typically  task-oriented,  hands-on,  American  health  care 
providers  who  must  stand  back  “while  others  attempt  to  provide  health  care  who 
are  less  able  and  work  far  slower.”41 

The  MEDEL  staff  in  Honduras  usually  kept  quite  busy.  On  one  occasion,  a 
jump  of  190  troops  from  the  82nd  Airborne  into  an  area  of  broken  terrain  after 
a nightlong  flight  from  Fort  Bragg  created  scores  of  casualties.  Air  evacuation 
helicopters  flew  the  casualties  to  the  MEDEL,  where  the  staff  treated  numer- 
ous fractures,  including  those  of  two  paratroopers  requiring  immediate  surgery. 
Shortly  afterward,  another  soldier  arrived  from  a remote  listening  post  suffering 
bums  sustained  while  incinerating  trash.  The  staff  stabilized  him  and  arranged  his 
evacuation  to  the  Bum  Unit,  Institute  for  Surgical  Research,  at  Fort  Sam  Houston, 
Texas.  Next,  four  Hondurans  appeared  at  the  gate  seeking  care.  The  four  were 
accompanied  by  three  family  members  who  also  required  lodging.  By  day’s  end, 
the  facility  was  operating  at  full  capacity,  with  four  surgical  procedures  scheduled 
for  the  next  morning.42 

The  command  designated  Saturdays  as  force  protection  days.  They  began  with 
formations  followed  by  training  sessions.  Soldier  skills  such  as  vehicle  main- 
tenance and  disassembling  and  cleaning  and  reassembling  small  arms  were  the 
topics  for  classes  on  one  particular  Saturday.  The  following  Saturday  called  for  a 
five-mile  road  march  with  full  Load  Bearing  Equipment  and  weapons.43  All  Army 
Nurse  Corps  officers  not  on  hospital  duty  participated  in  the  weekly  training. 

The  temporary  assignment  of  Army  Nurse  Corps  officers  to  the  MEDEL  at 
JTF  Bravo  in  rotations  just  short  of  six  months  continued  for  decades.  The  Army 
nurses  provided  health  care  for  JTF  troops,  offered  humanitarian  assistance  for 
Honduran  nation  building,  performed  civic  actions,  accrued  valuable  training  ex- 
perience, learned  to  adapt  health  care  provision  to  developing  nations,  and  prob- 
ably improved  the  image  of  the  United  States  in  Central  America.44  At  the  same 
time,  Army  nurses  served  in  advisory  roles  in  another  Central  American  country, 
El  Salvador. 

The  efforts  of  Army  Nurse  Corps  officers  during  the  bloody  civil  war  years 
in  El  Salvador  were  another  expression  of  U.S.  diplomacy  whose  goals  were  to 
promote  human  rights,  support  democracy,  challenge  Soviet  and  Cuban  leftist 
influence,  and  bolster  U.S.  security  interests  in  that  developing  nation.45 

While  many  Army  nurses  actively  provided  hands-on  care  in  Honduras,  the  role 
of  their  counterparts  in  neighboring  El  Salvador  was  different.  In  El  Salvador, 
Army  Nurse  Corps  officers  were  limited  to  giving  professional  advice  to  local 
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Captain  Charlotte  Scott  stands  ready  to  provide  care  for  incoming  mass  casualty  patients  during  an 
exercise  at  the  Medical  Element  of  Joint  Task  Force  Bravo  in  Honduras. 

Photo  courtesy  of  Colonel  Cindy  Gurney,  Clifton  Park,  NY. 


caregivers.  Captain  Juan  Sandoval  was  one  such  Army  nurse. 

In  1983,  Sandoval  became  the  first  Army  nurse  to  serve  on  temporary  duty  in  El 
Salvador  as  a member  of  a Medical  Mobile  Training  Team  that  deployed  to  bol- 
ster that  nation’s  military  medical  establishment  because  the  national  army  of  El 
Salvador  lacked  an  organized  field  medical  system.  Survival  statistics  for  combat 
wounded  were  grim,  with  more  than  45  percent  dying  of  their  battlefield  wounds. 
Sandoval’s  charge  was  to  evaluate  health  services  and  requirements  in  the  El  Sal- 
vador army’s  garrison  and  consult  with  those  who  trained  military  medics.  As  an 
operating  room  nurse  with  that  specialty’s  unique  mindset,  Sandoval  reduced  the 
local  hospital’s  infection  rate  and  improved  infection  control  practices  by  encour- 
aging good  aseptic  technique,  especially  when  caring  for  the  high  number  of  land 
mine  amputees.46  Sandoval  spent  a productive  three  months  in  El  Salvador. 

Duty  in  El  Salvador  was  dangerous.  Flying  into  the  country  was  somewhat  like 
arriving  in  Vietnam  in  the  1960s.  Small  arms  fire  provided' an  ominous  welcome. 
Visiting  officers  wore  civilian  clothing  and  changed  into  different  vans  as  they 
traveled  from  site  to  site.47  Captain  Nelly  Aleman-Guzman,  who  was  teaching 
a five-month  intensive  care  course  to  21  El  Salvador  nurses  in  1989,  carefully 
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observed  these  precautions  and  a few  more.  She  never  ate  in  public  restaurants, 
avoided  going  out  at  all,  and  traveled  different  routes  every  day  to  work  with  her 
bodyguard.  She  carried  a 9-mm  Beretta  pistol  with  ammunition  and  slept  with 
her  M16  rifle.  Her  quarters  had  a high  fence  and  round-the-clock  guards.  None  of 
these  safeguards  protected  her  from  guerillas’  bullets  when  on  21  November  1989 
rebels  attacked  her  quarters.  Aleman-Guzman  suffered  gunshot  fragment  wounds 
to  her  face  and  chest.  Her  housemates,  a physical  therapist,  two  physicians,  and  a 
paramedic,  rendered  immediate  first  aid  but  were  unable  to  move  her  to  the  hos- 
pital until  the  siege  ended  48  hours  later.  Despite  her  wounds,  Aleman-Guzman 
completed  her  tour  in  El  Salvador  and  returned  to  her  home  post  in  the  United 
States  in  January  1990.  Nearly  five  years  later,  in  ceremonies  held  at  the  Pentagon, 
Brigadier  General  Nancy  Adams  presented  the  Purple  Heart  to  Aleman-Guzman 
for  wounds  suffered  in  El  Salvador.  She  was  the  first  female  Army  Nurse  Corps 
officer  to  be  so  decorated  since  the  Vietnam  War.48  One  author  attributed  the  un- 
usually lengthy  five-year  delay  from  time  of  wounding  to  formal  recognition  with 
the  Purple  Heart  to  the  Reagan  administration’s  political  agenda  that  directed  that 
a low  profile  be  maintained  regarding  American  presence  in  El  Salvador.49  Many 
of  the  campaigns  of  the  1980s  featured  both  humanitarian  and  hostile  actions. 
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Chapter  Thirteen 

Additional  Deployments  in  the  1980s 


In  October  1983,  the  Army  Medical  Department  (AMEDD)  deployed  to  the 
Caribbean  island  of  Grenada.  The  United  States  responded  to  a takeover  of 
the  government  on  Grenada  by  a Soviet-backed  coup  with  ties  to  Cuba.  Gre- 
nada’s Caribbean  neighbors  and  Washington  interpreted  the  military  revolutionar- 
ies’ leftist  philosophy  as  a serious  Communist  threat.  A large  number  of  American 
expatriates  as  well  as  a group  of  U.S.  medical  students  were  on  the  island,  and 
fears  for  their  safety  and  the  possibility  of  their  becoming  hostages  of  the  revolu- 
tionary regime  also  spurred  American  intervention.  The  military  code-named  the 
mission  that  commenced  on  25  October  1983  to  restore  democratic  government 
to  Grenada  “Operation  Urgent  Fury.”1 

Contingency  operations  like  Operation  Urgent  Fury  and  the  1989  Operation 
Just  Cause  were  carried  out  by  ready  reaction  force  units,  most  positioned  at  Fort 
Bragg,  North  Carolina;  Fort  Campbell,  Kentucky;  Fort  Ord,  California;  and  Fort 
Stewart,  Georgia.  Such  units  were  expected  to  deploy  anywhere  with  less  than 
18  hours’  notice.2  Army  Nurse  Corps  officers  also  participated  in  Operation  Ur- 
gent Fury.  Most  of  these  women  and  men  were  Professional  Officer  Filler  System 
(PROFIS)  personnel,  and  many  came  from  other  U.S.  installations  and  units  to 
Fort  Bragg,  North  Carolina,  the  staging  site  for  the  mobilization.3  Several  of  these 
individuals  replaced  Army  nurses  at  the  Fort  Bragg  Medical  Department  Activity 
who  subsequently  mobilized.  A small  contingent  deployed  with  two  Table  of  Or- 
ganization and  Equipment  units,  the  307th  Medical  Battalion  and  the  5th  Mobile 
Army  Surgical  Hospital  (MASH).4 

This  was  the  first  combat  experience  for  the  Army  and  the  Army  Nurse  Corps 
since  Vietnam,  and  numerous  difficulties  cropped  up  throughout  the  mission. 
Some  could  be  attributed  to  the  rapid  tempo  of  the  mission.  Some  were  caused 
by  the  untested  PROFIS  system  that  clearly  required  modification.  Some  could 
be  blamed  on  poor  planning  and  misplaced  priorities.5  Finally,  some  could  be 
ascribed  to  lingering  prejudice  against  women  in  combat.6 


306  A Contemporary  History  of  the  U.S.  Army  Nurse  Corps 


After  Operation  Urgent  Fury,  the  press  in  particular  was  highly  critical  of  the 
conduct  of  the  operation,  focusing  on  planning,  intelligence,  equipment,  and  in- 
terservice cooperation.7  Operational  medical  support  also  was  criticized.  During 
the  mission’s  abbreviated  (four-day)  predeployment  phase,  there  was  little  com- 
munication among  the  various  echelons  of  the  chain  of  command.  The  original 
plan  was  to  use  Navy  ships  for  health  service  support  to  reduce  ground  medi- 
cal assets.  The  Navy  was  prepared  medically  for  these  responsibilities,  but  may 
have  had  difficulty  with  joint  operations  (having  never  jointly  trained  with  the 
AMEDD)  if  no  training  occurred.  Although  fully  qualified  in  their  specialties, 
the  AMEDD  PROFIS  physicians  had  little  knowledge  of  the  principles  of  com- 
bat medicine.  Few— if  any— had  the  opportunity  to  attend  the  Combat  Casualty 
Care  Course.8  Anecdotal  allegations  charged  that  surgeons  had  immediately  su- 
tured battlefield  wounds  rather  than  using  the  accepted  combat  technique  of  de- 
layed primary  closure.  Later,  Colonel  John  E.  Hutton,  chief  of  surgery  at  Walter 
Reed  Army  Medical  Center,  confirmed  that  battlefield  surgeons  closed  the  minor 
wounds  of  three  of  28  casualties  prematurely.9  Major  General  Eugene  Trobaugh, 
82nd  Airborne  Division  commander,  chose  to  reduce  already  austere  medical  as- 
sets to  get  more  combat  and  combat  service  elements  into  Grenada.  It  was  48 
hours  into  the  operation  before  the  medical  elements  began  trickling  onto  the 
island.  No  vehicles  were  earmarked  to  evacuate  casualties,  so  the  AMEDD  relied 
on  military  or  commercial  vehicles  to  transport  the  wounded.  Air  ambulances  did 
not  arrive  on  the  island  until  72  hours  after  the  invasion.  This  forced  the  staff  to 
rely  on  U.S.  Air  Force  cargo  planes  that  circumvented  the  useless  Navy  medical 
support.  Tactical  commanders  ignored  proper  field  sanitation,  failed  to  enforce 
water  consumption,  and  overloaded  their  soldiers  with  excessive  weight.  Illness 
and  heat  injuries  multiplied.  No  plans  existed  to  treat  the  pressing  medical  as- 
sistance needs  of  the  civilian  population.10  Lieutenant  Colonel  Donn  Richards,  an 
Army  physician,  evaluated  Operation  Urgent  Fury  as  follows: 

It  was  a tribute  to  the  versatility  and  flexibility  of  the  individual  doctors,  nurses,  corpsman  [s/c], 
and  administrators  that  a bad  situation  did  not  turn  into  a disastrous  event.  Whatever  medical  success 
[was]  achieved  in  this  operation  was  in  spite  of  and  not  due  to  the  actions  of  the  senior  leadership  of  the 
services.  Overall  the  senior  leadership  showed  a lack  of  planning  and  inattention  to  medical  needs.11 

Lieutenant  Colonel  Patricia  A.  Diskin,  the  chief  nurse  of  the  44th  Medical 
Brigade,  identified  problems  nursing  staff  encountered,  including  nonfunctional 
medical  equipment,  lack  of  spare  parts  for  equipment,  and  staffs’  inability  to  set 
up  or  use  field  gear.  She  recommended  that  the  Table  of  Organization  and  Equip- 
ment staff  participate  in  more  training  in  the  use  of  medical  equipment.  Those 
who  were  proficient  with  equipment  had  little  ability  to  handle  basic  patient  care 
like  obtaining  routine  vital  signs,  bathing  patients,  providing  oral  hygiene,  or 
changing  linens.  Command  and  control  was  chaotic.  On  the  Green  Ramp  at  Pope 
Air  Force  Base,  lists  with  numbers  and  names  rarely  matched  up.  Loadmasters 
called  32  names  and  32  voices  responded,  but  only  29  actually  boarded  the  plane. 
After  the  plane  arrived  in  Grenada  in  the  dead  of  night,  they  could  not  account  for 
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all  personnel.  Names  were  called,  buses  left,  and  many  got  left  behind.  Protective 
masks  were  unusable  and  small-size  masks  were  not  available.  Some  of  the  masks 
only  had  training  filters.  But  there  were  worse  blunders. 

Trobaugh  forbade  female  soldiers  to  deploy  with  their  support  units,  a prohibi- 
tion that  disregarded  the  Army’s  policy  on  women  in  combat.12  The  Direct  Combat 
Probability  Coding  system  barred  women  from  combat  positions  where  they  were 
judged  to  be  at  risk  for  direct  contact  with  the  enemy,  not  from  an  entire  operation.13 

One  of  the  Army  nurses  excluded  was  Major  Shirley  A.  Davis,  head  nurse  on  a 
medical  unit  at  Womack  Army  Community  Hospital,  Fort  Bragg,  North  Carolina. 
Davis  first  learned  on  25  October  1983  that  she  was  assigned  since  July  1983  as 
PROFIS  to  the  5th  MASH.  Unprepared  for  the  impending  deployment,  Davis 
drove  that  same  October  morning  to  the  44th  Medical  Brigade  Headquarters  at 
Fort  Bragg  and  went  through  the  Process  for  Overseas  Rotation.14  This  involved 
the  usual  legal  and  administrative  matters,  such  as  assigning  power  of  attorney  to 
a civilian  nurse  friend,  receiving  a meal  card,  completing  a post  office  change- 
of-address  card,  and  verifying  her  identification  card  and  dog  tags.  Personnel  and 
finance  records  had  to  be  reviewed,  but  they  could  not  be  located  at  Davis’  com- 
pany. She  had  to  buy  a third  pair  of  Battle  Dress  Uniforms  from  the  clothing  sales 
store  and  then  retrieved  her  medical  and  dental  records,  which  remained  in  her 
field  pack  for  the  duration  of  the  deployment.  The  next  day,  Davis  received  six 
immunizations  because— since  she  was  unaware  of  her  PROFIS  assignment— she 
had  not  kept  her  vaccinations  up  to  date.  On  30  October  1983  at  0200  hours,  the 
final  alert  call  came  and  Davis  reported  into  the  5th  MASH,  where  a staff  member 
issued  her  a flak  jacket  and  a poorly  fitting  protective  mask.  Some  personnel  also 
received  weapons  but  no  ammunition.15  At  the  company,  Davis  received  her  chalk 
number— that  is,  the  soldier’s  number  on  a list  of  the  personnel  and  equipment 
to  be  loaded  on  a particular  aircraft.  She  next  boarded  a bus  bound  for  the  Green 
Ramp  at  Pope  Air  Force  Base,  North  Carolina.  When  ordered  to  board  the  plane, 
Davis  recalled,  some  answered  while  others  did  not.  Some  heard  the  call  and  oth- 
ers just  were  not  ready  to  go.16 

Trobaugh  banned  military  women,  including  Army  nurses,  from  the  island. 
He  ordered  that  all  female  soldiers  assigned  to  the  invasion  force  remain  on  the 
nearby  island  of  Barbados.  Despite  this  directive,  seven  women  (four  officers  and 
three  enlisted)  arrived  on  Grenada  at  2200  hours  on  30  October  as  a result  of  the 
confusion  on  the  Green  Ramp. 

Upon  their  arrival  on  Grenada,  a flabbergasted,  harried  officer  directed  the  un- 
invited women  to  sleep  on  the  tarmac  of  the  Port  Salinas  Air  Field.17  Next  morn- 
ing, the  women  overheard  rumors  that  generals  were  unhappy  about  the  unex- 
pected presence  of  women  and  the  logistical  challenges  it  posed  in  Grenada.18  A 
Black  Hawk  helicopter  took  the  seven  women  soldiers  to  Barbados,  far  from  the 
action.19  Fortunately,  C Company  of  the  307th  Medical  Battalion,  a small  advance 
party  comprising  an  orthopedic  surgeon,  a 9 1C  licensed  practical  nurse,  and  four 
corpsmen  were  able  to  stabilize  the  first  few  casualties  with  their  basic  load  of 
equipment.20 
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The  women  stayed  on  Barbados  for  only  a short  time.  The  5th  MASH,  with  its 
full  complement  of  male  and  female  personnel,  departed  from  Barbados  after  one 
day  and  arrived  on  Grenada  at  0200  hours  on  2 November  1983.  The  first  casualty 
they  treated  was  a young  soldier  suffering  head  and  back  trauma  from  falling 
down  a hill  while  on  patrol.  After  that,  the  unit  treated  patients  with  minor  injuries 
and  illnesses,  such  as  lacerations,  gastroenteritis,  eye  injuries,  sunburn,  and  skin 
rashes.  The  15-bed  facility  was  fully  operational  by  5 November  1983. 21 

On  7 November,  the  hospital  received  an  eight-year-old  Grenada  boy,  injured 
when  a hand  grenade  a friend  was  playing  with  detonated.  The  child  spent  seven 
hours  in  the  operating  room  for  the  repair  of  a lacerated  liver,  bowel  perforations 
with  evisceration,  an  open  fracture  of  an  ankle,  and  a fragment  wound  of  the 
eye.22  Only  one  urinary  catheter  that  came  close  to  the  appropriate  gauge  was 
available,  and  when  it  fell  out  of  the  patient,  the  nurses  were  compelled  to  soak 
the  drainage  tube  in  Betadine  and  reinsert  it.  The  only  available  ventilator  had  no 
intermittent  manual  ventilation  and,  when  not  sedated,  the  boy  fought  the  respira- 
tor, attempting  to  breathe  on  his  own.  The  laboratory  had  no  reagents  available  to 
test  blood  gases.  Few  pediatric  supplies  were  available.23  Two  days  later  the  child 
was  evacuated  to  Naval  Hospital  Roosevelt  Roads,  Puerto  Rico.  An  Army  Nurse 
Corps  anesthetist,  Major  Flint  Gullet,  ventilated  the  boy  by  hand,  bagging  for  the 
entire  flight.24 

The  injured  child  received  state-of-the-art  care  but  only  because  the  staff  could 
improvise.  Had  the  5th  MASH  received  a large  influx  of  wounded  soldiers,  the 
inadequate  medical  supplies  and  equipment  might  have  cost  lives.  When  C Com- 
pany, 307th  Medical  Battalion,  first  deployed,  it  packed  five  Gama  Goat  vehicles 
filled  to  capacity  with  supplies.25  Only  three  arrived  with  the  initial  deployment, 
the  other  two  appearing  five  days  later.26 

Only  a few  seriously  ill  patients  required  combat  care.  Thus,  many  Army  nurses 
were  able  to  offer  their  assistance  at  the  island’s  civilian  St.  George’s  Hospital, 
displaying  their  usual  concern  for  local  nationals.  There,  the  vast  differences  be- 
tween health  care  in  a developing  nation  and  the  level  of  care  provided  in  the 
Army  medical  system  presented  a sharp  contrast.27 

It  soon  became  apparent  that  the  Army  Nurse  Corps  officers  were  not  the  only 
female  soldiers  on  the  island.  Ultimately,  about  170  military  women  served  across 
the  span  of  the  entire  operation  in  diverse  combat  support  roles,  such  as  perimeter 
guards,  sergeants  of  the  guard,  Military  Police,  and  cargo  handlers.  Major  Ann 
Wright,  for  example,  was  responsible  for  ensuring  compliance  with  the  Geneva 
and  Hague  conventions  in  the  Cuban  Prisoner  of  War  camps,  served  on  the  For- 
eign Claims  Commission,  liaised  with  the  Agency  for  International  Development, 
and  participated  on  the  Engineering  Team  that  surveyed  the  Point  Salinas  Inter- 
national Airport.28 

Major  Rosamond  Shepard,  an  obstetrics/gynecology  nurse  practitioner,  was  as- 
signed to  the  5th  MASH  and  her  knowledge  and  skills  were  very  useful . She  cared  for 
several  female  soldiers  and  a few  of  the  local  nationals.29  Shepard  also  treated  both 
male  and  female  soldiers  for  skin  irritation  and  chafing  caused  by  the  wear  of  poorly 
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fitting , winter- weight  Battle  Dress  Uniform  pants  in  the  tropical  island’s  heat  and  hu- 
midity. When  jungle  fatigues  became  available,  the  problems  lessened.  Women  also 
had  significant  difficulty  gaining  access  to  showering  facilities.  Shepard  reported: 

Shower  hours  were  arbitrarily  changed  and  many  times  no  notification  was  given.  When  complaints 
were  lodged  no  apparent  action  was  taken.  The  excuse  “well  there  were  so  many  more  men  that  we 
needed  to  use  the  female  shower;  only  20  women  showed  up  for  showers,  etc.”  Of  course  if  the  show- 
ers were  only  available  when  the  women  were  on  duty  [they]  could  not  utilize  them.  Furthermore,  if 
you  arrived  at  the  shower  hour  announced  the  night  before  and  it  had  been  changed  to  the  previous 
hour  it  was  impossible  to  take  a shower.30 


A daily  shower  was  one  of  only  a few  comforts  in  a hot,  dirty,  field  setting,  and 
the  denial  of  this  small  indulgence  was  a blow  to  morale. 

Army  nurse  Major  Jack  L.  McNeil  also  detected  subtle  gender  discrimination  in 
the  way  various  combat  service  and  combat  service  support  units  treated  their  fe- 
male soldiers.  The  women  were  dropped  off  for  treatment  at  the  MASH  and  were 
not  transported  back  to  their  units.  It  seemed  their  units  forgot  about  them.31 

Many  line  officers,  non-commissioned  officers,  and  soldiers  thought  women 
had  no  place  in  the  invasion  force  destined  for  Grenada.  The  antagonistic  attitude 
of  senior  officers  contributed  to  this  sentiment.  Army  nurses  were  a concentrated 
and  visible  element  in  hospital  units,  so  they  were  easy  targets  for  derision.  Lieu- 
tenant Colonel  Patricia  A.  Diskin  shared  her  view  of  the  gender  discrimination 
and  conflicts  that  surfaced  in  Operation  Urgent  Fury: 

The  issue  of  when  women  deploy  with  CS  [combat  support]  and  CSS  [combat  service  support] 
units  into  a potential  combat  area  needs  to  be  addressed.  . . . The  impact  on  readiness  is  substantial 
since  women  comprise  as  much  as  30-40%  in  some  units  and  frequently  are  in  leadership  positions. 
Historically,  women  especially  nurses,  have  been  confronted  with  the  need  to  do  their  jobs  in  a poten- 
tially hostile  environment  (most  recently  Vietnam)  and  have  taken  these  risks  willingly.  Any  future 
conflict  will  necessarily  involve  large  numbers  of  women  deploying  . . . and  any  effort  to  restrict  or 
delay  their  participation  will  seriously  degrade  the  ability  of  . . . units  to  carry  out  their  mission.  If 
decisions  restricting  participation  by  women  can  be  made  at  a local  level,  the  Army  should  remove 
these  MOSs  [Military  Occupational  Specialties]  from  consideration  for  women. 

She  insisted  that  the  Army  continue  to  train  and  deploy  women  on  combat  mis- 
sions and  recommended  only  the  service  secretary,  i.e.,  the  secretary  of  the  Army, 
have  the  authority  to  exclude  women  soldiers  from  operations.32 

By  mid-November  senior  officials  ordered  the  MASH  to  be  reduced  to  a clear- 
ing company.  Most  of  the  AMEDD  participants  left  the  island  soon  thereafter.33 
Six  Army  Nurse  Corps  officers  received  awards  for  their  service  in  Operation 
Urgent  Fury.34 

Although  many  aspects  of  Army  Nurse  Corps  participation  in  Operation  Urgent 
Fury  were  troublesome,  many  other  features  were  almost  flawless.  The  relation- 
ships between  the  Table  of  Organization  and  Equipment  and  PROFIS  staffs  were 
generally  agreeable  and  productive.35  Major  Grace  Johnson  wrote  that  she  found 
the  unit  responsive  and  cohesive,  with  “no  prima  donnas,  no  drunks,  no  doctors 
who  thought  they  were  God’s  gift  to  women  and  no  slouches.”  The  arrival  of  a 
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military  exchange  boosted  morale  because  the  PX  stocked  both  feminine  hygiene 
supplies  along  with  the  Skoal  and  Red  Man  chewing  tobacco  favored  by  Army 
Rangers.36  Captain  Teresa  Milie  was  impressed  with  the  efficiency  in  setting  up 
the  field  facility.  The  5th  MASH  personnel  built  a large,  well-appointed,  techno- 
logically advanced,  comprehensive  hospital.  Despite  their  long,  drawn-out,  ardu- 
ous days,  they  also  found  time  to  explain  details  and  help  the  PROFIS  staff.37 

Strangely,  the  general  impression  communicated  by  those  who  did  not  deploy 
was  that  the  nurses  on  Grenada  had  been  on  vacation.  This  was  far  from  the  real- 
ity, and  difficult  personal  conditions  did  not  abate  with  the  operation’s  end.  Soon, 
returning  nurses  experienced  sleep  disturbances  and  other  ailments  such  as  diar- 
rhea.38 When  Major  Shirley  Davis  returned  home,  she  woke  up  in  the  middle  of 
the  night  and  was  surprised  to  see  furniture  in  her  tent.  She  added  that  it  “took 
a while  to  figure  out  that  I was  indeed  in  my  home,  with  a bed,  privacy,  carpets, 
running  water,  and  flush  toilets.” 

Reflecting  on  her  experience,  Davis  acknowledged  the  importance  of  maintain- 
ing her  immunization  status  when  assigned  as  PROFIS  to  a rapid  deployment 
unit.  She  came  to  understand  the  deployment  process,  became  aware  of  what 
to  bring  on  deployments,  and  acquired  a “field-sense.”  Finally,  she  realized  that 
high-quality  care  was  possible  in  the  field.39 

Operation  Urgent  Fury  was  a wake-up  call  for  the  Army  that  underscored  the 
need  to  improve  readiness  capabilities,  refine  contingency  operations,  and  estab- 
lish channels  for  interservice  communication  and  collaboration.  It  spurred  the 
development  of  new  approaches  for  Health  Service  Support,  better  and  lighter 
field  medical  supplies  and  equipment,  more  joint  training  and  rehearsals,  and  new 
personnel  configurations  to  provide  health  care  on  the  battlefield.  It  added  one 
more  spark  to  the  revitalization  and  modernization  of  the  AMEDD. 

Women  soldiers  deployed  subsequently  with  almost  every  major  Army  opera- 
tion but  never  again  faced  such  wholesale  discrimination  and  blatant  exclusions 
by  senior  commanders.  Both  female  and  male  Army  Nurse  Corps  officers  partici- 
pated in  the  brief  but  fierce  campaign  in  Panama  in  1989. 

Operation  Just  Cause  began  on  20  December  1989  in  the  Republic  of  Panama 
but  its  roots  reached  back  to  May  1988  when  the  Joint  Chiefs  of  Staff  debated  the 
use  of  military  intervention  to  deal  with  Panamanian  dictator  Manual  Noriega.40 
The  Joint  Chiefs  of  Staff  originally  code-named  the  Panama  operation  “Opera- 
tion Prayer  Book/Blue  Spoon”  and  envisioned  it  as  a gradual,  piecemeal  military 
operation.  Over  time,  the  plan  changed  to  a “surgical  strike”  favored  by  Lieuten- 
ant General  Carl  Stiner,  the  XVIII  Airborne  Corps  commander.  His  plan  was  to 
surprise  the  enemy  and  attack  during  the  night  with  overwhelming  force  that  para- 
lyzed the  opposition’s  defenses,  in  effect  a blitzkrieg.41  This  approach  required  a 
thick  shroud  of  operational  security,  but  the  secrecy  in  turn  complicated  planning 
and  execution  of  the  mission  42  With  Joint  Chiefs  of  Staff  approval,  the  chief  of 
staff  of  the  Army  stated  the  objectives  for  Operation  Just  Cause  included  preven- 
tion of  harm  to  U.S.  citizens,  strengthening  of  Panamanian  democracy,  safeguard- 
ing of  the  unimpeded  passage  of  vessels  through  the  Panama  Canal,  removal  of 
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Noriega,  and  the  ending  of  his  massive  cocaine-trafficking  business.43 

Health  service  support  planning  for  Operation  Just  Cause  also  claimed  moder- 
ately deep  roots.  The  relatively  lengthy  time  available  for  careful  planning,  inten- 
sive training  exercises,  and  rehearsals  contributed  significantly  to  the  operation’s 
success.  For  several  years  before  the  operation,  the  44th  Medical  Brigade  had 
been  developing  a prototype  compact  element,  the  Forward  Surgical  Team  (FST), 
a light,  mobile  unit  designed  for  contingency  operations.44  The  concept  had  an  ex- 
tensive history  but  originated  in  recent  times  from  the  lessons  learned  in  Grenada. 
During  that  campaign,  it  took  27  transport  aircraft  to  deploy  the  5th  MASH.45  Op- 
eration Urgent  Fury  task  force  commanders  refused  to  give  up  that  many  aircraft 
because  they  needed  to  fly  combat  units  to  the  island.  To  avoid  a recurrence  of  the 
same  problem,  the  44th  Medical  Brigade  devised  a light,  agile,  exceptionally  com- 
petent team  that  could  provide  resuscitative  surgery  and  intensive,  professional 
pre-  and  post-operative  care.  Army  nurses  and  physicians  consulted  on  equipment 
and  team  capabilities,  blending  common  sense  with  pragmatic  expectations.  The 
combination  of  practicing  professionals  and  skilled  soldiers  was  key  to  the  suc- 
cess. The  final  product,  the  FST,  required  just  one  aircraft  for  deployment.46 

The  FST  was  intended  as  an  expedient  until  the  entire  MASH  would  arrive  in 
theater,  and  its  capacities  were  ordered  in  keeping  with  its  short-term  life  span.47 
The  FST  could  support  125  Advanced  Trauma  Life  Support  (ATLS)  and  about  60 
surgical  patients  before  resupply  became  necessary.  Organic  holding  capability 
was  12  casualties.48  Developers  envisioned  the  18-person  staff  of  the  FST  as  able 
to  maintain  professional  levels  of  competence  for  36  to  48  hours  before  fatigue 
diminished  their  capabilities  49 

During  development,  officers  in  the  AMEDD’s  Fort  Sam  Houston-based  Com- 
bat Developments  Branch  declined  to  support  the  FST,  judging  there  was  no  “val- 
id requirement”  for  such  a team.  Refusing  to  be  stymied,  the  FST  developers  sub- 
sequently presented  the  idea  to  Surgeon  General  Frank  Ledford,  who  approved 
it  and  provided  $50,000  to  purchase  specialized  equipment  commercially.  These 
were  small,  state-of-the-art  pieces  such  as  a little  ventilator,  a pulse  oximeter,  oxy- 
gen concentrators,  and  basic  cots  that  permitted  raising  the  patient’s  head.50  They 
then  tested  the  equipment  for  durability  by  air-drop.  In  the  main,  the  equipment 
proved  capable  of  enduring  abuse  and  staying  operational.  Planners  next  identi- 
fied the  equipment  that  could  be  carried  on  a single  pallet  together  with  the  team. 
The  entire  set-up,  equipment  and  team  members,  could  unload  from  the  aircraft 
tail  and  soon  be  ready  to  function  in  the  field.51  If  a secure  landing  site  was  avail- 
able, the  entire  assembly  could  be  flown  into  theater  on  a USAF  C-130  or  C-141 
aircraft,  and  the  tents,  supplies,  and  equipment  subsequently  could  be  loaded  on  a 
2.5  ton  truck  with  a half-ton  trailer  (air-land  delivery).  To  relocate  the  entire  FST 
after  aerial  insertion,  the  team  would  use  the  sling  load  delivery  technique.  In  this 
case,  tentage,  equipment,  and  supplies  were  placed  in  cargo  nets  and  lifted  by  a 
single  CH-47  helicopter  or  two  UH-60  rotary  wing  aircraft.  With  this  method,  the 
tent  poles,  fluorescent  lights,  and  18-man  team  would  travel  within  the  helicop- 
ter. Another  choice  would  be  a five-ton  truck  with  the  18-man  team  following  in 
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another  vehicle.52 

Based  on  the  notion  that  repetition  enhances  skills  and  performance,  the  team 
continually  rehearsed  their  tasks  and  responsibilities  over  a two-year  period,  and 
the  enlisted  members  cross-trained  in  a variety  of  roles.  Their  versatility  enabled 
them  to  perform  their  duties  independent  of  outside  support.  All  were  airborne 
qualified  and  proficient  in  survival  skills.  Everyone  knew  everyone  else  and  their 
capabilities  on  this  cohesive  team.53 

Operation  Just  Cause  planners  never  intended  to  use  Gorgas  Army  Hospital,  a 
U.S.  Army  Medical  Department  Activity  in  Panama,  for  supplementary  Health 
Service  Support.54  It  was  close  to  the  fighting  and  key  buildings  of  Noriega’s 
Panamanian  Defense  Forces,  making  access  very  hazardous.55  Furthermore,  some 
of  the  hospital  staff  that  were  local  nationals  had  allegiance  to  Noriega  or  his 
Panamanian  Defense  Forces,  and  these  divided  loyalties  had  the  potential  to  jeop- 
ardize the  mission.56  These  factors  plus  the  limited  capacity  of  the  FST  led  to  the 
decision  to  use  a zero-day  evacuation  policy,  that  is,  casualties  would  be  evacu- 
ated out  of  the  combat  zone  in  less  than  24  hours.57 

All  the  Army  Nurse  Corps  officers  who  were  members  of  the  two  FSTs  that 
deployed  to  OJC  were  male.58  McCall  did  this  on  purpose,  considering  the  female 
nurse  fiasco  of  Operation  Urgent  Fury.  Her  goal  was  to  first  establish  the  teams’ 
credibility  before  getting  into  other  issues  because  she  did  not  want  the  mission 
sidetracked  or  scrubbed  because  of  gender  concerns.  After  the  initial  operation, 
she  planned  to  integrate  female  nurses  in  an  incremental  fashion.  McCall,  how- 
ever, accompanied  the  teams  as  chief  nurse,  and  her  presence  was  the  first  step  in 
putting  women  on  the  FSTs.59  However,  in  the  end,  no  female  Army  Nurse  Corps 
officers  were  assigned  to  FSTs  during  Operation  Just  Cause.  Conversely  in  Opera- 
tion Desert  Storm,  both  male  and  female  Army  nurses  were  part  of  the  FSTs.60 

The  5th  FST,  a forward  echelon  of  the  5th  Mobile  Army  Surgical  Hospital, 
received  its  initial  warning  orders  at  2100  hours  on  17  December  1989.  FST  mem- 
bers boarded  a C- 14 IB  at  Pope  Air  Force  Base  at  2345  hours  on  18  December 
1989  and  arrived  in  Panama  at  0430  hours  the  following  morning.61  Both  FSTs  set 
up  on  a parking  tarmac  at  Howard  Air  Force  Base,  Panama,  the  site  of  the  Joint 
Casualty  Collection  Point  (JCCP)  and  the  Air  Force  Mobile  Aeromedical  Staging 
Facility.62  The  5th  FST  was  operational  several  hours  before  H-hour  (the  time  of 
onset  of  hostilities).63  Its  professional  complement  included  a general  and  an  or- 
thopedic surgeon,  an  operating  room  nurse,  a nurse  anesthetist,  and  an  operations 
officer  who  was  a Medical  Service  Corps  officer.64 

The  initial  alert  for  the  1st  FST  of  the  274th  Medical  Detachment  (KA)  came  on 
18  December  1989.  Rain,  sleet,  and  snow  delayed  their  departure  from  Pope  Air 
Force  Base  until  the  evening  hours  of  19  December.  They  arrived  in  the  country 
at  H-hour  by  air-land  delivery  and  set  up  their  facility  adjacent  to  the  5th  FST.65 
In  addition  to  its  other  staff,  this  unit  had  two  nurse  anesthetists  and  an  intensive 
care  unit  nurse.66 

Augmenting  the  staff  of  the  two  FSTs  were  a team  of  six  Army  nurse  anesthe- 
tists who  functioned  with  the  Joint  Special  Operations  Task  Force.  They  did  not 
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administer  anesthesia  but  provided  ATLS  and  airway  management  before  casual- 
ties were  admitted  to  the  FSTs  for  treatment  and  surgery.67 

A complex  of  several  Health  Service  Support  facilities  occupied  the  tarmac  on 
Howard  Air  Force  Base,  the  JCCP.  The  two  FSTs,  an  ATLS  tent,  a pair  of  holding 
tents,  and  an  aeromedical  evacuation  tent  were  the  most  important.68  The  opera- 
tion ran  smoothly,  and  staff  from  the  Army,  Navy,  and  Air  Force  collaborated  in  a 
model  of  joint  (purple)  teamwork.69  A Navy  team  provided  triage  services,  while 
Army  personnel  from  the  44th  Medical  Brigade  and  Air  Force  representatives 
from  the  1st  Aeromedical  Evacuation  Squadron  and  the  Howard  AFB  Clinic  car- 
ried out  their  responsibilities.70  One  particular  FST  provided  a communication 
specialist,  while  the  other  included  a biomedical  repair  specialist,  both  of  whom 
were  cross-trained  in  other  medical  specialties  and  worked  wherever  the  need  was 
greatest,  no  matter  the  unit  or  military  service.71  The  Army  surgeon  general  later 
remarked  that,  “cooperation  was  outstanding  among  task  force  medical  units.”72 

One  General  Purpose  large  tent  housed  each  FST.  Triage  of  incoming  casualties 
took  place  outside  the  tents.  Inside  near  the  entrance,  two  litters  rested  on  stands, 
surrounded  by  ATLS  equipment.  Further  inside,  there  was  an  operating  table,  and 
if  necessary,  staff  swiveled  one  of  the  ATLS  litters,  converting  it  into  an  operat- 
ing table.  Thus,  one  nurse  anesthetist  could  care  simultaneously  for  two  patients 
undergoing  emergency  surgery.  A cold  (chemical)  sterilization  point  existed  just 
beyond  the  operating  table.  The  rear  of  the  tent  had  eight  intensive  care  beds  with 
patient  care  and  monitoring  equipment. 

Strict  blackout  conditions  were  in  effect  and  the  only  lighting  available  for  the 
triage  teams  shone  from  the  pen  lights  imbedded  in  the  miners’  helmets  worn  by 
the  staff.  There  was  light  inside  the  tents  but  the  sides  were  rolled  down  to  enforce 
the  blackout.  The  tents  were  hot  and  sultry,  a distinct  contrast  to  the  frigid  winter 
conditions  the  team  had  left  just  a few  hours  before.  Outside  the  tents  were  por- 
table toilets  and  a “water  buffalo.”73  In  the  middle  of  the  tents  was  an  open  area 
where  the  triage  team  placed  expectant  category  patients,  those  judged  not  likely 
to  survive  their  wounds. 

McCall  encountered  a young  Navy  SEAL  corpsman  on  a litter,  alone  in  the 
expectant  area.  Despite  a bullet  wound  in  one  leg,  he  had  continued  to  care  for  his 
team  but  later  suffered  a gunshot  wound  to  the  head,  which  he  promptly  bandaged 
himself.  Then  he  was  evacuated  to  the  JCCP.  The  severity  of  his  head  wound— 
large  enough  to  insert  a hand,  with  exposed  brain  tissue— and  his  untimely  arrival 
with  a large  number  of  casualties  led  the  triage  team  to  assign  him  to  the  expectant 
category.  McCall  sat  down  and  talked  to  him: 

The  patient  was  alert  and  awake. ...  He  had  an  IV  going I said  to  him,  “So  what’s  your  name?” 

He  said,  “My  name  is  Macho  Camacho.”  I said,  “Well  Macho,  where  are  you  from?”.  . . He  said,  “I’m 
from  Dallas.”  I said,  “Oh,  do  you  know  where  you  are?”  He  said,  “Yes,  I’m  in  hell.”  I said,  “No  you 
are  not  in  hell.  You  are  at  an  air  base.”  He  said,  “No,  I’m  in  hell.  My  head  is  on  fire  and  you  have  to 
put  some  water  on  my  head.”74 

The  one  attendant  in  the  expectant  area,  a Navy  corpsman,  asked  McCall  if  he 
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should  administer  morphine.  Macho  interrupted,  “You  can’t  give  me  morphine.  I 
have  a head  injury.”  Taken  aback  at  his  awareness,  McCall  said  to  herself,  “This 
kid  is  much  too  alert  to  be  placed  in  the  expectant  category.”  A medical  offi- 
cer was  summoned  and  concurred  with  her  assessment  and  promptly  put  Macho 
on  the  second  evacuation  mission  out  of  Panama  to  San  Antonio,  Texas.  McCall 
thought  the  young  SEAL  probably  had  died  en  route  but  later  discovered  that 
he  was  a patient  at  Audie  Murphy  Memorial  VA  Hospital  in  San  Antonio.  She 
contacted  him  and  learned  that  he  was  awaiting  surgery  to  insert  a plate  under 
his  scalp.  Meanwhile,  he  wore  a bicycle  helmet  as  protection  for  his  head.  He 
suffered  some  residual  neurological  deficits  (partial  vision  loss  and  paralysis), 
but  during  rehabilitation,  he  volunteered  at  an  elementary  school  and  read  stories 
to  students,  thereby  contributing  to  his  own  healing  and  providing  a meaningful 
service  to  his  adopted  community.  Later  he  and  his  wife  led  support  groups  for 
families  of  service  members  deployed  overseas  during  Operation  Desert  Storm 
and  Operation  Desert  Shield.  Macho’s  wife  subsequently  went  to  medical  school. 
McCall  believed  that  his  life  was  saved  for  a greater  purpose.75 

Preliminary  statistics  from  the  two  FSTs  showed  that  they  cared  for  341  casual- 
ties and  performed  73  operative  procedures.  One  patient  died  in  the  FST  follow- 
ing a traumatic  arm  amputation  and  the  severe  mangling  of  his  other  arm.  With 
hindsight,  the  staff  concluded  that  he  had  lost  too  much  blood  before  reaching 
the  JCCP.  His  condition  underlined  the  need  to  have  written  standard  operating 
procedures  to  dig  soakage  pits  for  body  fluids  and  drainage  and  similar  protocols 
to  deal  with  severed  body  parts.  McCall  carefully  checked  to  ensure  that  the  de- 
tached arm  had  no  wedding  ring.  As  she  stood  in  the  middle  of  the  tent  holding  his 
arm  in  her  hands,  she  realized  that  no  one  had  arranged  to  dispose  of  amputated 
body  parts.  As  an  expedient,  she  later  used  the  laboratory  at  Gorgas  to  dispose  of 
the  tom  limb.76 

On  29  December  1989,  the  1st  FST  left  Panama  and  returned  to  Fort  Bragg.77 
The  5th  FST  departed  two  days  later  on  New  Year’s  Eve.78  Throughout  the  opera- 
tion, there  were  conflicting  numbers  of  reported  evacuations  and  casualties.  The 
Air  Force  reported  to  have  evacuated  261  patients  between  20  December  1989 
and  26  January  1990. 79  Another  source  calculated  the  numbers  of  evacuees  at 
284. 80  Some  of  the  inaccurate  numbers  and  accountability  problems  were  attrib- 
uted to  operational  security  requirements  that  proscribed  divulging  identification 
or  personal  information,  which  in  turn  caused  problems  in  regulating  casualties.81 
The  Air  Force  evacuated  most  casualties  to  two  military  hospitals  in  San  Antonio, 
Texas— Wilford  Hall  Air  Force  Medical  Center  and  Brooke  Army  Medical  Center 
(BAMC). 

Early  in  the  morning  on  20  December  1989,  nursing  staff  at  BAMC  received 
the  alert  notice  that  every  Army  nurse  expects  to  get  sooner  or  later.  The  tele- 
phone caller  told  them  that  battlefield  casualties  would  soon  be  arriving.  Lieuten- 
ant Colonel  David  Tranel,  the  chief  of  BAMC’s  Critical  Care  Nursing  Section 
and  a Vietnam  veteran,  heard  the  news  at  0245  hours  that  morning.  After  donning 
his  Battle  Dress  Uniform  and  arriving  at  his  duty  station  at  Beach  Pavilion,  he 
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informally  took  over  and  tried  to  organize  the  personnel  and  supplies  available 
there.  Headquarters  first  notified  Tranel  that  patients  would  be  arriving  almost 
instantaneously.  Then  they  said  there  would  be  an  eight-hour  delay,  reverting  to  a 
four-hour  holdup,  then  a 12-hour  arrival  time.  Amid  the  uncertainty,  Tranel  set  up 
four  teams,  each  with  a field  grade  nurse  and  three  to  four  enlisted  staff,  to  deal 
with  the  expected  influx  of  patients.  These  teams  would  admit  the  patients,  obtain 
physicians’  orders,  and  settle  the  patients  into  the  nursing  unit.  Another  team  then 
would  assume  responsibility  for  the  patients’  requirements.  Tranel  subsequent- 
ly confirmed  the  availability  of  physician,  x-ray,  and  laboratory  support.  Time 
passed,  everyone  was  ready,  but  still  no  patients  appeared.  Not  until  22  hours  later 
did  the  first  admissions  arrive.  In  the  interim,  Tranel  recognized  that  100  percent 
of  his  staff  was  on  standby  and  there  was  no  backup  for  anyone.  He  released  part 
of  the  staff  but  placed  them  on  call.  Others  slept  in  the  ward  area  until  patient 
arrivals  were  imminent.  At  first,  the  mood  was  positive,  but  with  each  additional 
delay,  frustration  mounted.  When  the  patients  ultimately  did  arrive,  the  staff  pro- 
vided excellent  care.  Some  casualties  suffered  jump-related  orthopedic  injuries, 
but  most  were  heat  casualties,  while  some  were  victims  of  extreme  fatigue.  They 
did  not  need  intensive  care  nursing,  just  a telephone  to  contact  their  families, 
some  privacy,  and  a little  quiet  time  to  reflect  on  their  experiences.  The  nursing 
staff,  however,  found  themselves  responsible  for  controlling  an  almost  continuous 
stream  of  visiting  VIPs,  an  unexpected  duty.  The  huge  crowds  of  visitors  and  their 
entourages,  while  well  intentioned,  interfered  with  patient  care  and  represented  a 
threat  to  security.82 

Major  Jennifer  J.  Wiggall  was  the  clinical  head  nurse  of  the  Emergency  Medi- 
cal Service  at  BAMC.  She  arrived  at  her  post  just  after  0400  hours  on  20  Decem- 
ber 1989  and  immediately  activated  the  unit’s  Mass  Casualty  plan.  She  designated 
one  nurse  and  a medic  for  every  one  or  two  emergency  beds.  Each  dyad  assem- 
bled the  equipment  and  supplies  they  expected  to  use  and  discussed  individual 
responsibilities.  The  chief  of  the  Department  of  Emergency  Medicine  assigned  a 
physician  to  each  nurse/medic  team.  By  0900  hours,  no  casualties  had  arrived,  so 
Wiggall  released  her  night  staff.  The  Emergency  Medical  Service  nurses  worked 
12-hour  shifts,  and  they  had  to  be  back  on  duty  at  1900  hours  that  night,  so  it 
seemed  a prudent  measure.  That  same  morning  the  first  air-evacuation  mission 
landed  at  Kelly  Air  Force  Base  and  delivered  all  63  patients  to  Wilford  Hall  while 
the  Emergency  Medical  Service  staff  at  BAMC  were  sitting  and  waiting.  After 
the  second  plane  landed,  BAMC  received  notification  at  about  1800  hours  that 
patients  would  arrive.83 

The  onset  of  casualties  brought  unexpected  assistance  when  a group  of  general 
surgeons  appeared  in  the  unit.  The  surgeons  were  not  familiar  with  the  decisions 
previously  made  or  the  plans  for  assigning  responsibilities.  Confusion  ensued. 
After  the  first  push,  the  staff  discussed  what  to  change  with  the  next  surge  of  pa- 
tients. Everyone  resolved  to  calm  down,  show  the  surgeons  what  the  process  was, 
and  reassure  the  patients  with  better  explanations  of  their  conditions.  After  this 
baptism  by  fire,  routines  were  refined.  Nonetheless,  after  every  push,  time  was  set 
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aside  to  discuss  and  evaluate  performance.  With  each  additional  wave  of  arriving 
patients,  the  staff’s  approach  was  honed  and  perfected.  The  team  nurse  greeted 
each  incoming  casualty,  explained  where  they  were,  made  clear  that  a triage  and 
assessment  would  first  take  place,  and  ensured  that  the  patient  was  stable.  The 
nurse  then  queried  the  casualty  about  allergies  and  medications,  verified  that  the 
IV  line  was  patent,  did  a head-to-toe  assessment,  drew  lab  work,  and  coordinated 
other  services  and  specialty  referrals.  For  seven  days,  a steady  stream  of  casual- 
ties arrived.  The  greatest  volume  of  incoming  casualties  occurred  during  the  first 
three  days.84 

The  staff’s  experience  in  BAMC’s  level-one  trauma  center,  their  training  in 
Combat  Casualty  Care  Course  with  its  emphasis  on  triage  and  the  care  of  combat 
patients,  and  their  ATLS  and/or  Advanced  Cardiac  Life  Support  certification  were 
instrumental  in  the  positive  outcome.  All  were  unstinting  in  their  praise  of  the 
excellent  care  the  casualties  received  in  Panama  and  during  air-evacuation.  Most 
presented  with  dry  dressings,  patent  IV  lines,  and  were  clean  and  tidy.  In  retro- 
spect, the  nursing  staff  was  amazed  at  the  extreme  youthfulness  of  their  patients. 
They  also  were  surprised  by  the  young  troopers’  stoicism.  Finally,  the  staff  was 
astonished  by  their  own  overwhelming  sense  of  satisfaction  and  their  feelings  of 
real  accomplishment  and  contribution  to  the  mission.85 

Because  of  their  minimal  care  needs  and  good  physical  condition,  most  of  the 
patients  were  discharged  within  two  to  three  days.  Administrative  problems,  how- 
ever, complicated  their  disposition  from  the  hospital.  For  example,  the  soldiers 
needed  Class  A uniforms  for  travel,  and  the  Air  Force  kept  changing  the  require- 
ments for  airlift.86  Colonel  Charles  Bombard,  the  chief,  Department  of  Nursing, 
felt  the  Air  Force  demanded  too  much  trivial  detail  about  the  conditions  of  the 
patients,  most  of  whom  were  able  to  return  to  duty,  had  no  need  for  medical  at- 
tention, and  were  fit  to  fly.  Still,  the  Air  Force  refused  to  manifest  these  soldiers 
until  BAMC  forwarded  information  about  their  height,  weight,  hemoglobin,  he- 
matocrit, and  electrolyte  levels,  and  a host  of  other  information.  Bombard  talked 
with  an  Air  Force  medical  officer  who  was  an  orthopedic  resident  at  BAMC.  He 
too  expressed  frustration  over  the  senseless  minutiae  and  phoned  Wilford  Hall, 
discovering  they  were  not  required  to  furnish  any  of  the  information  required  of 
BAMC.  Having  worked  for  the  Armed  Services  Medical  Regulating  Office  at 
Scott  Air  Force  Base,  Illinois,  this  physician  knew  that  the  information  required  of 
Wilford  Hall  was  all  that  the  Armed  Services  Medical  Regulating  Office  needed. 
He  could  not  understand  why  BAMC  was  asked  for  such  inconsequential  data.87 

Skewed  San  Antonio  media  coverage  also  hurt  Army/ Air  Force  relations.88 
Many  Army  personnel  believed  that  local  press  and  TV  coverage  that  focused 
almost  exclusively  on  the  contributions  of  Wilford  Hall  neglected  BAMC  and  its 
participation.  The  BAMC  staff  thought  both  services  deserved  credit.  Some  Army 
casualties  that  were  admitted  to  BAMC  did  not  understand  why  their  friends  were 
being  cared  for  in  an  Air  Force  hospital.  One  entrepreneur  began  selling  T-shirts 
reading  “BAMC— We  also  served  Operation  JUST  CAUSE.”  The  general  feeling 
was  that  BAMC  had  not  received  due  recognition  for  its  contributions.89 
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Overall,  medical  support  for  Operation  Just  Cause  was  successful.  Still,  the 
Army  leadership  evaluated  performance  to  find  what  went  well  and  what  needed 
improvement.90  Several  broad  categories  such  as  medical  supply,  communica- 
tions, evacuation,  resuscitation,  patient  accountability,  and  the  restrictions  im- 
posed on  the  size  and  composition  of  the  medical  task  force  needed  improvement. 
The  complexity  of  Operation  Just  Cause,  an  airbome/air  assault  operation,  its 
nocturnal  timing,  its  setting  in  urban,  mountain,  and  jungle  terrain,  and  the  heavy 
security  that  hampered  planning  explained  some  of  the  shortcomings.91 

Planners  set  to  work  to  rectify  the  shortcomings,  but  many  issues  remained 
unresolved  when  Iraqi  dictator  Saddam  Hussein’s  invasion  of  Kuwait  in  1990 
brought  a swift  and  powerful  reaction.  With  time,  however,  many  of  these  defi- 
ciencies also  achieved  resolution. 

During  the  1980s,  Army  Nurse  Corps  officers  participated  in  numerous  non- 
combat overseas  missions.  Their  expertise  and  knowledge  proved  of  great  assis- 
tance to  allied  countries.  The  Army  Nurse  Corps  normally  selected  only  one  Army 
nurse  or  at  most  a small  team  for  these  missions,  during  which  the  nurse  or  team 
members  served  to  further  diplomatic  policy  objectives  of  the  U.S.  government. 

Major  Paul  Farineau  participated  in  a three-month  assignment  in  Egypt  as  a 
member  of  Project  Hope  in  1982.  He  assisted  the  local  medical  establishment  in 
devising  a curriculum  to  teach  emergency  medical  care.92  A trio  of  Army  Nurse 
Corps  officers  traveled  overseas  to  the  Sinai  to  operate  several  health  clinics  that 
same  year.  As  members  of  a United  Nations  peacekeeping  force,  Captains  Patrick 
M.  Schretenthaler  and  Delois  Daniels  and  Second  Lieutenant  Paul  Escott  helped 
to  staff  two  health  clinics  and  provided  emergency  care  to  members  of  the  multina- 
tional force,  to  United  Nations  observers,  and  to  civilian  contract  employees.  They 
later  cared  for  a group  of  Bedouins— desert  nomads— who  lived  in  the  region.93 

Also  in  1982,  the  U.S.  Army  Materiel  Development  and  Readiness  Command 
sent  Lieutenant  Colonel  Charles  Bombard  to  Saudi  Arabia  to  oversee  the  contract- 
ing of  nursing  services  for  a new  500-bed  hospital.  He  provided  assistance  and 
expertise  to  members  of  the  Saudi  Arabian  National  Guard.94  The  Army  Nurse 
Corps  furnished  additional  consultation  for  the  Saudi  Arabian  forces  when  Major 
Gary  Naleski  spent  11  months  in  Taif,  Saudi  Arabia,  in  1984  helping  the  Saudi 
armed  forces  to  develop  doctrine,  implement  educational  programs,  and  choose 
options  for  the  proper  allocation  of  resources.95  Although  many  missions  were 
humanitarian  or  focused  on  nation  building,  a few— such  as  Operation  Bright- 
star— added  another  element.  They  also  served  as  field  exercises. 

Seven  Army  Nurse  Corps  officers  constituted  the  nursing  complement  of  the 
5th  MASH  that  took  part  in  Operation  Brightstar,  held  from  12  to  28  August 
1983.  This  multinational  joint  exercise  took  place  at  Cairo  West  Airbase,  Egypt. 
The  hospital  deployed  with  prototype  Deployable  Medical  System  TEMPER 
equipment  and  cared  for  American  forces  afflicted  with  dysentery,  asthma,  renal 
calculi,  and  minor  orthopedic  problems.  The  most  significant  group  of  casualties 
was  24  soldiers  who  came  down  with  shigella-induced  dysentery  and  experienced 
chills,  fever,  and  diarrhea  in  the  second  week  of  the  operation.  Their  admission  to 
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the  small  30-bed  5th  MASH  facility  was  regarded  as  a Mass  Casualty  situation. 

Throughout  this  mission,  women’s  issues  proved  taxing.  Local  customs  forbade 
women  from  wearing  shorts  for  physical  training  or  even  in  their  living  areas. 
Women  also  had  to  keep  communications  with  men  on  duty  to  a minimum  and 
not  speak  with  them  at  all  in  social  settings.  Egyptian  troops  involved  in  the  op- 
eration regarded  the  women  soldiers  as  prostitutes.96  The  cultural  shock  of  female 
soldiers’  participation  in  Operation  Brightstar  was  unexpected.  It  was  a prime 
example  of  diverse  national  and  ethnic  expectations  and  values,  a not-uncom- 
mon  occurrence  encountered  by  women  in  the  Army  when  deployed  on  foreign 
soil.  American  cultural  norms  about  the  position,  decorum,  and  role  of  American 
women  soldiers  clashed  with  Middle  East  expectations  concerning  the  status  of 
women,  proper  attire,  alcohol  consumption,  and  other  customs.  These  thorny  is- 
sues and  circumstances  called  for  adjustments  on  both  sides.97 

Also  in  1983,  Lieutenant  Colonel  Dorothy  Clark  crafted  contingency  plans 
for  hospitals  that  were  designated  for  wartime  activation  at  the  United  Kingdom 
Plans  Division  in  Burtonwood,  England.  She  provided  consultation  on  issues 
such  as  adequate  hospital  staffing,  proper  equipment,  and  appropriate  locations 
for  combat  hospitals.98 

In  1985,  Captain  Karen  Keller  served  with  a Medical  Mobile  Training  Team  in 
the  African  nation  of  Liberia.  She  assessed  learning  needs,  developed  a Program 
of  Instruction,  and  taught  programs  for  medical  corpsmen  in  the  armed  forces  of 
Liberia.  Keller’s  assignment  lasted  168  days.99  Also  in  1985,  seven  Army  nurses 
deployed  with  the  42nd  Field  Hospital  from  Fort  Knox,  Kentucky,  to  Morocco 
to  support  300  U.S.  Army  soldiers  training  there.  The  75 -member  element  of  the 
Medical  Readiness  Exercise  set  up  tents  to  house  an  intensive  care  unit,  an  oper- 
ating room,  and  various  other  facilities  in  the  desert  environment.  They  admitted 
five  patients  and  performed  two  minor  surgical  procedures.  The  staff  also  evalu- 
ated some  300  Moroccan  citizens  and  treated  their  maladies.  The  team  worked 
under  hardship  conditions  with  outdated  and  substandard  equipment  and  medica- 
tions in  hot,  dusty  tents.  They  encountered  a dubious  welcome  from  the  Moroc- 
cans, who  seemed  to  believe  that  their  own  local  medical  facilities  were  adequate 
for  their  particular  needs.  Major  Linda  Henson,  the  42nd  Field  Hospital’s  chief 
nurse,  agreed,  suggesting  that  when  a country  believes  its  level  of  medical  care  is 
satisfactory,  a Medical  Readiness  Exercise  is  unnecessary.  Before  deployments, 
she  recommended  authorities  need  to  ascertain  the  host  country’s  actual  opinions 
about  intervention  by  U.S.  medical  elements.100 

In  1986,  the  Philippine  government  asked  for  an  AMEDD  team  to  evaluate  its 
health  care  facilities.  Lieutenant  Colonel  Ronald  Oliver  participated  and  made 
contributions  with  that  team.  That  same  year  Lieutenant  Colonel  Franklin  Metcalf 
served  as  a nurse  advisor  to  the  Saudi  Arabian  National  Guard.  Metcalf’s  primary 
focus  was  the  King  Fahad  National  Guard  Hospital  in  Riyadh,  where  he  helped  to 
select  nurse  applicants  for  hire  from  other  countries,  made  daily  inspection  trips 
through  the  facility,  observed  at  committee  meetings,  and  advised  on  nursing  is- 
sues. One  of  his  most  taxing  responsibilities  was  the  hiring  of  foreign  nurses  to 
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Lieutenant  Colonel  Franklin  Metcalf,  center,  with  Ann  Kartley,  left,  a nurse  consultant  from  the  United 
States,  and  Suleiman  A1  Zakr,  right,  await  their  turns  to  brief  incoming  foreign  nurses  about  Saudi 
customs  at  the  King  Fahad  National  Guard  Hospital  in  1986. 

Photo  courtesy  of  Colonel  Franklin  Metcalf,  Hopkinsville,  KY. 


work  in  the  facility,  a significant  challenge,  because  few  nurses  were  willing  to 
live  and  work  in  such  a politically  unstable  area.  Metcalf  helped  to  prioritize  ven- 
dors whom  the  government  would  select  to  provide  nurses,  experiencing  firsthand 
the  frustrations  and  uncertainty  of  waiting  for  lengthy  periods  while  the  govern- 
ment slowly  deliberated  on  the  merits  of  the  various  contractors. 

While  in  Saudi  Arabia,  Metcalf  and  his  family  enjoyed  unique  travel  opportuni- 
ties and  on  one  occasion  attended  a camel  race  of  epic  proportions.  More  than  a 
thousand  camels  took  part  in  the  12-mile  contest  where  the  first  prize  was  a water 
tanker.  After  the  race,  the  Metcalf  family  and  their  hosts  shared  a capsa,  a tradi- 
tional meal,  consisting  of  a quartered  goat  or  sheep  on  a bed  of  rice.  All  the  diners 
sat  or  knelt  around  the  main  dish  and — using  no  plates  or  utensils — ate  with  their 
right  hands.101 

Ten  Army  nurses  participated  in  a humanitarian  mission  with  the  Public  Health 
Service,  Air  Force,  and  Navy  aboard  the  USNS  Mercy  in  February  1987.  The 
vessel  visited  ports  in  the  Philippines,  Tonga,  Fiji,  and  the  Gilbert  Islands,  mostly 
performing  corrective  surgery  on  children  with  congenital  deformities.  Those 
who  participated  felt  that  their  contributions  to  the  mission  were  far  exceeded 
by  the  personal  rewards  of  experiencing  cross-cultural  nursing,  a high  level  of 
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Lieutenant  Colonel  Franklin  Metcalf,  extreme  left,  shares  a traditional  Saudi  meal  (capsa)  of  rice  and 
roasted  goat  with  American  soldiers  (in  camouflage  uniforms)  and  Saudi  soldiers  (in  solid-color  uni- 
forms). The  two  men  not  in  uniform  were  contract  workers. 

Photo  courtesy  of  Colonel  Franklin  Metcalf,  Hopkinsville,  KY. 


interservice  collaboration,  professional  advancement,  and  opportunities  to  hone 
their  field  expedience  skills.  One  Army  nurse,  Lieutenant  Ronald  Kirkconnell, 
lost  his  life  in  a helicopter  crash  while  in  support  of  the  mission.102 

The  Army  dispatched  several  relief  missions  in  1989.  At  the  U.S.  Department 
of  State’s  request,  Major  Jimmie  Keenan  and  Captains  Andrea  Coenen  and  Den- 
nis Driscoll  joined  a bum  team  from  the  Institute  of  Surgical  Research  to  care  for 
about  100  patients  suffering  from  thermal  injuries  as  a result  of  a train  wreck  and 
subsequent  gas  explosion  in  the  Ural  Mountains  near  Ufa,  Russia.103  Responding 
to  another  state  department  appeal  in  1990,  Captain  Elizabeth  Hill  accompanied 
two  physicians  to  Sweden  to  advise  health  care  workers  there  about  the  use  of 
high  containment  equipment  to  care  for  a patient  suffering  with  Ebola/Marburg 
fever.104 

When  the  Philippine  volcano  Mount  Pinatubo  erupted  in  1991,  another  Army 
Nurse  Corps  officer,  Major  Daniel  Jergens,  deployed  with  the  25th  Infantry  Divi- 
sion. He  cared  for  Philippine  nationals  affected  by  the  volcanic  eruption.105  The 
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following  year,  operating  room  nurses  and  anesthetists  from  7th  Medical  Com- 
mand in  Europe  deployed  on  a nation-building  mission  to  upgrade  the  skills  of 
local  hospital  staff  in  Tbilisi  in  the  Georgian  Republic  and  Bishkek  in  Kirghiz- 
stan.106  Finally,  in  1999,  two  Army  Nurse  Corps  officers  participated  in  Operation 
Provide  Hope  in  Kharkiv,  Ukraine.  They  provided  training  for  hospital  staffs  in 
the  use  of  equipment  and  supplies  donated  by  the  U.S.  Department  of  State,  U.S. 
Department  of  Defense,  and  private  organizations.  Captain  Johnnie  Koch  oriented 
the  local  medical  personnel  to  operating  room  equipment  and  supplies.  Captain 
Pablito  Gahol  focused  on  intensive  care  unit  equipment,  teaching  health  care  pro- 
viders in  the  new  independent  state  of  the  former  Soviet  Union  about  cardiac 
monitors,  defibrillators,  crash  carts,  and  pulse  oximeters.107 

The  optempo  (operations  tempo),  the  volume  and  increasing  frequency  of  peace- 
making and  peacekeeping  activities,  with  Army  Nurse  Corps  participants  grew 
with  the  passage  of  time.  As  part  of  military  operations  other  than  war,  these  efforts 
promoted  peace,  deterred  war,  resolved  conflict,  and  supported  civil  authorities 
responding  to  national  crises.108  Army  nurses  also  became  involved  in  civic  action 
and  nation-building  missions.  Although  such  endeavors  were  not  new  for  Army 
Nurse  Corps  officers,  during  the  decade  of  the  1980s  they  became  routine,  normal 
missions.  They  were  successfully  conducted  despite  nursing  shortages,  readiness 
issues,  quality  concerns,  and  the  establishment  of  new,  innovative  patient  care 
roles.  These  missions  did  improve  conditions  in  developing  nations  and  strength- 
ened relationships  with  allies.  Through  participation  in  these  operations,  nurses 
gained  much  experience  that  better  prepared  them  for  future  responsibilities. 
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Part  Three 


The  Concluding  Decade  of 
Century  of  Service 


Chapter  Fourteen 

The  Post  Cold  War  Period 


he  1990s  witnessed  extraordinary  transformations  within  the  Army,  the 


Army  Medical  Department  (AMEDD),  and  the  Army  Nurse  Corps.  Un- 


changing, however,  was  the  Army’s  fundamental  mission  of  organizing, 
training,  and  equipping  soldiers  to  execute  ground  combat  operations,  to  deter  ag- 
gression and— when  required— win  the  nation’s  wars.1  The  AMEDD’s  core  mis- 
sion and  functions  also  stayed  constant  as  it  provided  world-class  health  care  for 
the  Army  and,  as  directed,  for  other  agencies,  organizations,  and  sister  services 
anytime,  anywhere,  and  under  any  conditions.2  Core  functions  required  an  ability 
to  deploy  a healthy  force,  to  deploy  the  medical  support  force,  and  to  manage  the 
care  of  all  beneficiaries.3  Likewise,  the  role  played  by  Army  nurses  was  unaltered 
as  they  provided  quality  nursing  services  to  active,  retired,  and  family  members 
in  peacetime  or  contingency  operations  within  the  professional  military  health 
care  system.  Army  Nurse  Corps  officers  executed  their  mission  by  functioning 
within  the  four  pillars  of  professional  nursing— clinical  practice,  administration, 
research,  and  education.4  While  most  of  these  fundamentals  remained  constant, 
momentous  change  predominated  all  around. 

By  the  early  1990s,  the  Soviet  Union  had  disintegrated,  the  Iron  Curtain  had 
collapsed,  and  the  Cold  War  along  with  its  strategy  of  containment  ended.  With 
the  threat  seemingly  eliminated,  there  was  significant  political  pressure  to  reduce 
the  U.S.  national  debt  and  balance  the  federal  budget  by  a comprehensive  wave 
of  military  retrenchment.  The  nation  sought  to  apply  the  peace  dividend  of  pre- 
viously committed  fiscal  resources  from  the  Department  of  Defense  (DoD)  to 
other  areas  of  national  need,  such  as  welfare  reform  and  health  care.  In  1993, 
President  William  Clinton,  with  the  approval  of  Congress,  cut  the  DoD  budget, 
which  had  peaked  at  $303.6  billion  in  fiscal  year  (FY)  1989,  to  a belt-tightening 
$255.2  billion  by  FY  1994.  In  this  austere  climate,  the  Army  struggled  to  maintain 
its  combat  edge  while  navigating  a precipitous  downsizing  from  an  18-division, 
armor-heavy  organization  to  a 10-division,  light,  highly  mobile  force.  Army  lead- 
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ers  developed  new  doctrine,  Force  XXI,  which  emphasized  use  of  innovative 
technology  to  implement  information  age  warfare  that— it  was  expected— would 
enhance  the  speed  and  precision  of  combat.  The  Army  honed  a new  military 
strategy  focused  on  dealing  with  two  regional  threats  simultaneously  with  forces 
garrisoned  mainly  within  the  United  States  by  means  of  strategic  deterrence  and 
defense,  forward  presence,  crisis  response,  and  reconstitution.5 

While  the  Army  was  changing,  the  AMEDD  too  was  undergoing  a startling 
transformation,  some  facets  of  which  reflected  the  revolution  exploding  within  the 
national  health  care  industry.  One  of  the  most  significant  determinants  of  the  crisis 
was  the  exponential  rise  of  health  care  costs.  Between  1970  and  1990,  health  care 
spending  escalated  at  a rate  greater  than  twice  that  of  inflation.  In  1980,  health 
care  expenditures  represented  9 percent  of  the  gross  national  product.  By  1990, 
this  figure  rose  to  12.5  percent.  Health  care  costs  soared  again  in  1993  to  14  per- 
cent of  the  gross  national  product  and  economists  projected  they  would  consume 
17  percent  of  the  gross  national  product  by  2000. 6 

Overwhelming  pressures  for  a major  overhaul  of  the  nation’s  health  care  sys- 
tem resonated  in  the  military  health  care  system.  Issues  such  as  excessive  costs, 
limited  access,  inappropriate  allocation  of  scarce  resources,  unnecessary  care 
(often  implemented  to  protect  against  a potential  lawsuit),  and  high  administra- 
tive and  overhead  costs  added  to  the  confusion.  Richard  Southby  summarized 
the  pervasive  challenges  faced  by  the  military  health  care  system:  the  need  for 
enhanced  health  care  quality  and  better  administrative  management,  the  need  to 
contain  exorbitant  costs,  the  difficulties  in  recruiting  and  retaining  personnel,  the 
mandate  to  accentuate  health  promotion  and  disease  prevention,  the  necessity  to 
expand  discharge  planning  and  patient  education,  the  imperative  to  develop  and 
pay  for  new  technology,  and  the  requirement  to  expand  information  management 
systems.7  Another  dilemma  centered  on  the  massive  personnel  and  budget  reduc- 
tions imposed  on  the  military  and  the  Army  and  in  turn  on  the  AMEDD  at  a time 
of  expanding  responsibilities,  a rapidly  changing  health  care  environment,  the 
transformation  of  health  care  into  a business  model,  and  a significant  revamp  of 
the  AMEDD  organizational  structure.8  The  AMEDD  had  to  do  much  more  with 
much  less. 

To  survive  and  thrive  despite  these  many  challenges,  the  AMEDD  revitalized  it- 
self into  a more  efficient,  cost-effective  organization  in  September  1991 , adopting 
a new  delivery  approach  called  Gateway  to  Care  (GTC),  as  conceived  by  the  Sur- 
geon General,  Lieutenant  General  Alcide  LaNoue.  The  exclusively  Army  GTC 
model,  based  on  the  concept  of  managed  medical  care,  involved  using  specific 
primary  care  clinics  to  coordinate  beneficiaries’  health  care  requirements  within 
a defined  catchment  area  and  to  arrange  for  specialized  care  for  patients  when 
appropriate.9  Thus,  the  responsibility  for  obtaining  and  coordinating  care  shifted 
from  the  patient  to  the  larger  comprehensive  health  care  delivery  system,  with 
the  local  hospital  commander  determining  whether  the  care  would  be  provided 
in  a military  or  civilian  facility.  If  civilian  care  proved  necessary,  the  commander 
would  negotiate  with  the  civilian  provider  for  the  most  reasonable  fee.10  Within 
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months  after  the  Army’s  launch  of  GTC,  expenses  incurred  by  local  medical  com- 
manders for  nonmilitary  civilian-based  medical  care  (through  CHAMPUS)  saw  a 
significant  decrease.  During  March  1992,  reductions  in  Army  CHAMPUS  claims 
totaled  $4.1  million,  while  in  May  1992  claims  were  $33.4  million  less  when 
compared  to  the  corresponding  months  in  the  previous  year,  1991. 11  Evidence  of 
improved  access  appeared  in  the  dramatic  reduction  of  patient  waiting  time  for 
appointments  at  Army  hospitals.  GTC,  however,  was  an  interim  measure  utilized 
only  by  the  Army  until  the  implementation  of  DoD’s  Coordinated  Care  Program 
(CCP).12 

Congress  mandated  the  next- generation  health  care  delivery  model— DoD’s 
CCP— when  it  directed  DoD  to  maintain  access  to  quality  care  for  its  benefi- 
ciaries while  stabilizing  costs  and  maintaining  efficient  use  of  resources.  CCP 
replicated  many  of  the  provisions  of  GTC.13  Its  major  features  were  decentralized 
control  and  administration  by  local  medical  commanders,  patient  enrollment,  uti- 
lization of  primary  care  managers,  employment  of  utilization  management  and 
quality  assurance  measures,  the  establishment  of  specialized  treatment  facilities, 
and  increased  emphasis  on  health  promotion  and  disease  prevention  activities.14 
As  the  CCP  became  the  model  for  DoD’s  managed  care  system,  Colonel  Bon- 
nie Jennings,  the  Army  Nurse  Corps  consultant,  articulated  the  need  to  develop 
and  define  the  role  nurses  would  assume  in  this  new  care  delivery  model.  She 
devised  five  potential  templates  to  define  nurses’  participation.  These  templates 
involved  using  nurse  practitioners  as  primary  care  providers,  explicating  bedside 
nurses’  patient  care  roles,  delineating  ambulatory  care  nurses’  unique  responsibili- 
ties, maintaining  the  contributions  of  clinical  nurse  specialists,  and  fully  utilizing 
nurses  as  case  managers.15 

In  March  1995,  DoD  initiated  an  aggressive  implementation  plan  that  trans- 
formed CCP  into  TRICARE,  an  updated  umbrella  program  for  all  managed  care 
programs.  DoD  subdivided  the  TRICARE  organization  into  12  geographical  re- 
gions, each  administered  by  a lead  agent  who  was  a flag/general  officer  assigned 
to  a military  medical  center.  Implementation  began  on  the  West  Coast  and  gradu- 
ally migrated  to  the  East.  All  TRICARE  regions  were  operational  by  the  end  of 
FY  1998.  TRICARE  merged  the  precepts  of  managed  care;  the  joint  resources  of 
the  Army,  Navy,  and  Air  Force  medical  departments;  and  civilian  contractors  to 
provide  health  care  for  all  DoD  beneficiaries.  Choice  was  a key  concept,  and  pa- 
tients could  opt  to  receive  their  care  from  a military  provider  or  a civilian  subcon- 
tractor, participating  in  one  of  three  options:  (1)  TRICARE  Prime,  a health  main- 
tenance organization;  (2)  TRICARE  Extra,  a preferred  provider  organization;  or 
(3)  TRICARE  Standard,  a fee-for- service  option.16  By  1998,  the  Department  of 
Veterans  Affairs,  the  Army,  and  TRICARE  agreed  to  share  selected  resources  to 
provide  more  efficient,  less  costly  care.  Moreover,  some  VA  facilities  participated 
as  TRICARE  providers.17 

Change  also  was  a hallmark  within  the  profession  of  nursing  in  the  1990s.  The 
dramatic  increase  in  health  care  costs  was  a major  factor  precipitating  change. 
Skyrocketing  costs  motivated  health  care  administrators  to  implement  measures 
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Colonel  Bonnie  M.  Jennings  (left)  made  many  contributions  to  the  Army  Nurse  Corps  and  to  the  world 
of  professional  nursing.  The  American  Academy  of  Nursing  recognized  her  substantial  accomplish- 
ments and  inducted  her  as  a fellow  in  November  1991 . Nancy  Fugate  Woods,  PhD,  RN,  FAAN,  then- 
president  of  the  organization  (right),  presided  at  the  induction  ceremony. 

Photo  courtesy  of  Colonel  Bonnie  Jennings,  Evans,  GA. 


such  as  programs  affecting  nurse-patient  ratios,  decreasing  patients’  length  of  hos- 
pital stays,  downsizing  staff,  merging  functions,  and  replacing  registered  nurses 
with  unlicensed  ancillary  workers. 

In  1990,  the  American  Medical  Association  was  actively  implementing  plans 
to  introduce  a new  breed  of  health  care  worker,  the  Registered  Care  Technician, 
who  would  carry  out  physician  orders  and  return  control  of  bedside  nursing  to 
the  physician.  This  movement,  vehemently  opposed  by  organized  nursing  and 
the  military  nursing  services,  threatened  patient  safety,  health  care  quality,  and 
nurse  autonomy.  Ultimately,  the  American  Medical  Association’s  Registered  Care 
Technician  proposal  failed,  largely  due  to  opposition  of  the  American  Nurses  As- 
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sociation  and  the  Army  and  Air  Force  Nurse  Corps.18 

Simultaneously,  health  maintenance  organizations  proliferated  in  the  civilian 
sector  and  managed  care  became  a standard  delivery  format.  Hospitalized  patients 
were  usually  acutely  ill,  while  many  patients  with  less  serious  conditions  who 
formerly  were  cared  for  in  hospitals  received  care  in  skilled  nursing  facilities  or  at 
home.  Because  hospitals  had  downsized  nursing  staffs,  the  numbers  of  critically 
ill  patients  overtaxed  the  fewer  nurses  who  remained  as  hospital  employees.  As 
patients  shifted  from  the  acute  care  hospital  environment,  more  nurses  practiced 
in  outpatient  settings.  The  nursing  shortage  of  the  1980s  gave  way  in  the  early 
1990s  to  a brief  period  of  surplus,  while  predictions  of  a higher  demand  for  nurses 
to  care  for  victims  of  the  AIDS  epidemic,  the  growing  geriatric  population,  and 
the  increased  need  for  community-based  care  seemed  ominous.  However,  the  re- 
versal of  the  shortage  was  brief,  and  deficit  conditions  returned  in  the  mid-1990s.19 
All  these  external  phenomena  influenced  conditions  faced  by  Army  Nurse  Corps 
officers  on  a daily  basis  within  the  AMEDD. 

Reductions  in  forces  have  followed  every  war  and  the  end  of  the  Cold  War  and 
conclusion  of  Operation  Desert  Storm  proved  no  exceptions.  In  a series  of  incre- 
mental waves,  the  Clinton  administration  cut  a swath  through  the  strength  of  the 
Army  that  affected  the  AMEDD  and  the  Army  Nurse  Corps  during  the  1990s.  By 
1994,  the  Army  Nurse  Corps  had  forecasted  that  its  budgeted  year-end  strength 
would  fall  13.4  percent,  losing  615  officers  from  4,576  in  FY  1989  to  3,961  in 
FY  1998.  Since  the  Army  initially  planned  an  overall  decrement  of  25  percent, 
and  the  AMEDD’ s downsizing  would  be  at  least  19  percent  to  as  much  as  22 
percent,  the  Army  Nurse  Corps  leadership  accepted  the  inevitable  downsizing  as 
their  share  of  the  overall  Army  decrement. 

Brigadier  General  Nancy  Adams,  the  chief  of  the  Army  Nurse  Corps,  and  her 
assistant  chief,  Colonel  Terris  Kennedy,  worked  prodigiously  to  stop  or  at  least 
moderate  the  losses  beyond  that  level.  They  explained  to  the  surgeon  general,  the 
chief  of  staff  of  the  Army,  and  the  secretary  of  the  Army  the  serious  consequences 
the  cuts  would  exert  on  Army  nurses’  ability  to  care  for  patients.  They  noted  that 
the  Air  Force  and  Navy  Nurse  Corps  would  sustain  significantly  fewer  personnel 
losses  than  the  Army  Nurse  Corps  even  though  the  smaller  Army  Nurse  Corps 
cared  for  the  largest  population  of  beneficiaries  in  comparison  to  its  sister  ser- 
vices and  had  the  fewest  active  duty  assets  to  fill  authorized  deployment  (Table  of 
Organization  and  Equipment  [TO&E])  positions.  The  few  cognoscenti  privately 
acknowledged  that  internal  politics  could  have  worsened  the  situation  even  fur- 
ther had  Adams  not  battled  to  maintain  nurse  authorizations.20  Most  of  the  lost 
positions  resulted  from  the  closure  of  hospitals  in  Europe  and  the  United  States  as 
a result  of  the  Base  Realignment  and  Closure  (BRAC)  Commission  recommenda- 
tions. This  served  to  mitigate  slightly  the  deleterious  effect  the  drawdown  could 
have  on  the  delivery  of  health  care. 

Over  time,  however,  even  deeper,  previously  unimagined  cuts  loomed  on  the 
horizon,  and  Army  Nurse  Corps  apprehensions  intensified.  Some  predicted  reduc- 
tions of  almost  30  percent  by  1998.  The  reality  was  only  slightly  less  alarming. 
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because  by  FY  1998  the  budgeted  year-end  strength  of  the  Army  Nurse  Corps  fell 
to  3,405,  a decrease  of  1,171  authorizations,  or  about  26  percent  from  FY  1989 
numbers.21  Of  all  the  AMEDD  officer  branches,  the  Dental  Corps  sustained  the 
highest  percentage  of  cuts,  at  31  percent  at  this  time,  followed  by  the  Army  Nurse 
Corps  at  26  percent  and  the  Army  Medical  Specialist  Corps  with  a 20  percent 
decrease.22  The  decrements  threatened  the  Army  Nurse  Corps’  ability  to  provide 
safe,  quality  care  both  on  the  field  of  combat  and  in  the  peacetime  setting  and  also 
affected  morale. 

In  the  early  1990s,  the  Army  contemplated  the  use  of  several  measures  to  adjust 
its  numbers  to  conform  to  declining  strength  authorizations  and  personnel  fiscal 
constraints.  These  included  limiting  Army  Nurse  Corps  accessions,  restricting  the 
numbers  of  officers  who  would  be  selected  for  career  Voluntary  Indefinite  (VI) 
or  Conditional  Voluntary  Indefinite  (CVI)  status,  lowering  the  selection  rate  for 
promotions  (meaning  fewer  promotions)  convening  yearly  Selective  Early  Retire- 
ment Boards  (SERBs)  for  senior  officers,  obtaining  legislation  for  severance  pay 
for  specific  officers  who  would  voluntarily  separate,  and  waiving  the  three-year 
lock-in  for  promotion  requirement  among  lieutenant  colonels  and  colonels.23  To 
one  degree  or  another,  the  Army  Nurse  Corps  used  all  of  these  measures,  along 
with  the  rest  of  the  Army,  to  downsize  its  personnel  base. 

Limiting  accessions  to  support  the  drawdown— an  Army- wide  concept— was 
pointless  in  the  early  1990s  because  in  FYs  1991  and  1992  the  Army  Nurse  Corps 
failed  to  recruit  enough  new  Army  nurses  to  meet  its  recruiting  goals.24  Recruit- 
ers identified  disparities  between  civilian  wages  and  those  paid  to  new  second 
lieutenants  as  a primary  cause  for  recruiting  failures.25  Perhaps  because  of  the 
difficulties  in  recruiting  direct  accessions  (fully  educated  and  qualified  registered 
nurses),  the  Army  Nurse  Corps  shifted  its  emphasis  to  the  accession  of  students, 
who  incurred  an  obligation  to  serve  by  their  participation  in  Army  civilian  educa- 
tion programs,  such  as  Reserve  Officers’  Training  Corps,  the  Army  Nurse  Candi- 
date Program,  and  the  AMEDD  Enlisted  Commissioning  Program.  In  FY  1993, 
the  Army  Nurse  Corps  met  its  recruitment  target  of  580;  however,  projected  ac- 
cessions were  lowered  after  that  time  as  a consequence  of  the  Army  drawdown.26 
Accessions  continued  to  decrease  from  FYs  1994  through  1998,  totaling  497,457, 
310,  290,  and  300,  respectively.  Retention  of  junior  officers,  however,  was  at  a 
five-year  high,  which  Adams  considered  an  outcome  of  these  officers’  apprecia- 
tion for  the  collective  worth  and  vision  of  the  Army  Nurse  Corps.27 

During  the  1990s,  as  the  Army  Nurse  Corps  recruiting  mission  decreased,  the 
size  of  the  recruiting  force  correspondingly  diminished.  In  FY  1994,  the  director 
of  Health  Services  Recruiting  for  the  Army  Medical  Department,  Colonel  Sharon 
I.  Richie,  expected  the  recruiting  mission  for  active  duty  Army  Nurse  Corps  of- 
ficers to  fall  by  approximately  75  per  year.28  Consequently,  the  Army  made  plans 
to  reduce  the  numbers  of  recruiters  from  148  to  about  88  recruiters,  nurses,  and 
support  staff.29 

On  comparable  issues,  the  Air  Force  Nurse  Corps  (AFNC)  presented  a some- 
what divergent  picture.  In  FY  1992,  the  AFNC  exceeded  its  recruitment  goal 
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of  425  new  accessions,  but  the  specialties  of  those  recruited  did  not  match  the 
AFNC’s  requirements.  For  example,  while  the  AFNC  set  a goal  of  recruiting  15 
Certified  Registered  Nurse  Anesthetists,  it  accessed  only  two.  At  the  same  time, 
the  AFNC  had  only  7 1 percent  of  its  requirements  for  Certified  Registered  Nurse 
Anesthetists.  The  AFNC  also  hoped  to  recruit  pediatric  and  obstetrics/gynecol- 
ogy nurse  practitioners  but  here  again  accessions  failed  to  meet  its  expectations. 
The  entire  AFNC’s  retention  rate  also  slipped  during  FY  1992.  In  response,  Air 
Force  nurse  leaders  planned  to  implement  a strategic  marketing  plan  to  help  im- 
prove the  retention  of  quality,  career-oriented  professional  nurses  and  reverse  the 
unwelcome  trend.30  The  Navy  Nurse  Corps  picture  also  varied  slightly  from  its 
sister  services.  From  FY  1985  to  FY  1991,  the  Navy  Nurse  Corps  was  unable  to 
fill  all  its  recruiting  requirements.  This  state  of  affairs  improved  significantly  in 
FY  1992,  when  the  Navy  fully  met  its  recruitment  goals  and  welcomed  400  new 
ensigns  into  the  service.31  The  Navy  achieved  this  about-face  by  expanding  the 
numbers  and  increasing  the  types  of  scholarships  to  support  nurse  recruiting.  They 
offered  Health  Sciences  Collegiate  Program  scholarships,  formerly  restricted  to 
Navy  Medical  Service  Corps  officers,  to  potential  Navy  nurses  and  augmented 
the  numbers  of  Navy  Reserve  Officers’  Training  Corps  scholarships.  Additional 
incentives  included  specialty  bonuses  for  nurse  anesthetists  and  bonuses  for  new 
accessions.32 

Another  method  to  contribute  to  the  drawdown  involved  reducing  the  selec- 
tion rates  of  VI  boards.33  The  Army  intended  this  strategy  to  limit  the  numbers  of 
junior  officers  who  passed  from  their  first  obligated  tours  into  VI  career  status.  In 
FYs  1994  and  1995,  VI  selection  rates  were  85  percent  and  60  percent,  respec- 
tively. The  1996  VI  board  had  a selection  rate  of  only  35  percent.  The  remaining 
65  percent  of  those  requesting  consideration  by  the  board  for  VI,  but  passed  over, 
were  involuntarily  released  from  the  Army  Nurse  Corps.  The  1997  board  had 
equally  stringent  guidelines  replicating  the  35  percent  selection  rate.  This  harsh 
process  cost  the  Army  many  fine  junior  officers  with  excellent  potential.  Many 
nurses  felt  betrayed  and  frustrated  because  they  could  no  longer  have  an  Army  ca- 
reer. A few  transferred  their  commissions  to  other  federal  nursing  services.34  The 
dismal  and  demoralizing  VI  board  results  were  better  in  1998  when  the  targeted 
selection  rate  rose  to  49  percent.35  In  1999,  the  selection  rate  doubled  to  98  percent 
and  the  Army  Nurse  Corps  leadership  declared  that  the  drawdown  was  completed, 
signaling  the  end  of  a particularly  painful  era  of  Army  Nurse  Corps  history.36 

The  SERBs  took  place  annually  from  1992  to  1995,  resulting  in  the  involuntary 
retirement  of  a small  number  of  senior  officers.  In  FYs  1992  through  1994,  for 
example,  12  Army  Nurse  Corps  colonels  were  SERBed  annually.  In  FYs  1993  and 
1994,  33  and  23  lieutenant  colonels  also  were  SERBed.37  The  AMEDD  planned 
a SERB  that  would  involve  Army  Nurse  Corps  officers  for  FY  1998  as  well  but 
canceled  it  when  sufficient  officers  voluntarily  retired.38 

The  details  of  the  SERB  that  met  in  December  1993  for  FY  1994  offer  a picture 
of  the  collective  process.  In  a manner  similar  to  promotion  boards,  the  SERB  con- 
vened to  consider  colonels,  certain  lieutenant  colonels,  and  majors  for  involuntary 
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retirement.39  The  Army  planned  the  numerical  officer  losses  to  size  and  shape  year 
groups  that  would  in  part  support  the  smaller  Army  Nurse  Corps  projected  for  FY 
1996. 40  Those  Army  Nurse  Corps  officers  selected  by  the  FY  1994  SERB  received 
a mandatory  retirement  date  of  1 July  1994.  Certain  Army  nurses  holding  critical 
specialties,  such  as  anesthesia  nursing,  were  exempt  from  the  SERB  involuntary 
retirement.41  Although  the  number  of  those  required  to  retire  involuntarily  was 
small,  the  impact  of  this  initiative  was  enormous. 

The  SERB  process  had  disturbing  overtones  both  in  its  human  dimensions  and 
its  effect  on  readiness.42  Receiving  notification  of  a pending  SERB  was  shocking 
and  painful  for  virtually  all  those  selected  and  frequently  carried  unfounded  nega- 
tive connotations  about  the  officer’s  career,  contributions,  and  personal  character- 
istics. In  January  1993,  when  the  Army  Nurse  Corps  notified  officers  affected  by 
the  FY  1992  SERB,  the  leadership  stressed  the  need  for  all  Army  nurses  to  main- 
tain the  confidentiality  of  the  process,  respect  the  individual’s  privacy,  be  sensi- 
tive about  the  gravity  of  the  news,  and  support  those  involved  when  indicated.43 
Nonetheless,  the  aftereffects  of  all  the  SERBs  were  noticed.  Institutional  morale 
suffered  and  the  process  cast  a pall  over  units  with  involuntarily  retired  officers. 
The  focus  of  everyone’s  concern  was  the  loss  of  the  SERBed  officers,  the  curtail- 
ment of  working  relationships,  and  the  end  of  career  dreams  and  confidence  in 
the  organization  by  everyone  involved.  The  SERBs  did  bring  the  actual  numbers 
into  alignment  with  strength  objectives  and  contributed  to  the  rightsizing  of  the 
Army  Nurse  Corps.44  The  SERB  also  eliminated  a number  of  senior  officers  who 
were  less  than  effective.  Without  the  SERB  program,  retained  ineffective  senior 
officers  had  the  potential  to  tie  up  promotions,  send  a negative  message  to  junior 
officers,  and  adversely  affect  the  organization.45  The  SERB  process  did  result  in 
some  positive  effects  but  at  a measurable  cost  to  morale,  trust,  and  unit  cohesion. 

Other  avenues  for  officers  to  leave  active  duty  also  reduced  Army  Nurse  Corps 
personnel  numbers.  One  option  was  the  15 -year  retirement.  Officers  usually  had 
to  serve  a minimum  of  20  years  to  become  eligible  for  full  retirement  benefits. 
The  new  program  available  in  1993  allowed  those  who  had  at  least  15  years  of 
active  service  to  retire  with  reduced  benefits.  Eligible  officers  had  to  be  serving 
in  the  grade  of  captain  through  colonel  and  meet  certain  criteria  to  take  advantage 
of  the  program.46  By  October  1993,  31  officers  had  requested  retirement  from  ac- 
tive duty  under  this  program.  One  anesthetist  applied  for  the  early  retirement  but 
was  denied.47  The  early  retirement  option  continued  for  several  years.  By  1997, 
the  Army  Nurse  Corps  assigned  priority  for  approval  of  the  15-year  retirement  to 
majors  and  lieutenant  colonels  not  selected  for  promotion.  All  other  majors  and 
lieutenant  colonels  with  at  least  15  years  of  service  also  could  apply  on  a first- 
come,  first-served  basis.48 

By  FY  1994,  it  was  clear  that  the  Army  Nurse  Corps  needed  to  reduce  its 
strength  in  the  company  grade  levels,  that  is,  the  ranks  of  lieutenant  and  captain. 
To  achieve  this  objective,  the  Army  offered  monetary  Voluntary  Separation  Incen- 
tives and  the  Special  Separation  Benefit  to  certain  Army  Nurse  Corps  officers  to 
encourage  them  to  leave  active  duty.49  One  of  the  criteria  was  that  eligible  officers 
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had  to  have  more  than  six  but  fewer  than  20  years  of  active  service,  with  five  of 
those  years  continuous  service  prior  to  separation.  Army  nurses  passed  over  by 
the  selection  board  that  considered  them  for  VI  career  status  were  among  those 
eligible  to  apply  for  the  bonus.  Also,  the  Voluntary  Separation  Incentive  Program 
targeted  captains  who  were  passed  over  one  time  for  promotion  to  major.  By  April 
1994,  22  Army  Nurse  Corps  officers  took  advantage  of  the  Voluntary  Separa- 
tion Incentive  Program,  and  the  Army  expected  128  more  applications  before  the 
program  expired  on  15  June  1994.  The  Army  Nurse  Corps  used  this  initiative  to 
rightsize  its  force  structure  and  to  provide  “a  compassionate  system”  that  facili- 
tated Army  nurses’  departure  from  the  service,  allowing  them  to  enter  the  civilian 
job  market  with  some  financial  security.50 

The  Army  staff  repeatedly  proposed  the  unacceptable  alternative  of  replacing 
more  Army  nurses  with  civilian  nurses  and  converting  the  existing  Army  Nurse 
Corps  authorizations  to  positions  in  the  combat  arms.  Army  Nurse  Corps  leaders 
regularly  rejected  this  idea,  believing  that  it  threatened  to  degrade  overall  unit 
readiness.51  Furthermore,  the  Army  was  having  problems  filling  the  authoriza- 
tions it  currently  had  for  civilian  nurses.  In  1992,  for  instance,  the  civilian  nurse 
vacancy  rate  exceeded  24  percent.  At  the  same  time,  civilian  nurse  authoriza- 
tions comprised  about  40  percent  of  the  peacetime  nurse  strength  in  the  Army.  In 
spite  of  several  liberal  programs  that  authorized  special  salaries,  greater  positional 
authority,  and  educational  benefits,  civilian  nurses  seemed  uninterested  in  Army 
employment  in  the  1990s.52  Further  complicating  the  picture  was  the  fact  that  an 
unknown  number  of  civil  service  nurses  also  were  reservists,  which  represented 
another  threat  to  readiness.53  By  1996,  the  picture  became  bleaker  because  civilian 
nurses  accounted  for  even  more— 50  percent— of  the  Army’s  total  nursing  assets. 
Yet  by  1997,  the  Army  staff  inexplicably  planned  a 32  percent  reduction  of  civil- 
ian nurses.  When  viewed  together  with  the  proposed  30  percent  reduction  in  num- 
bers of  Army  Nurse  Corps  officers  by  1998,  questions  arose  whether  there  would 
be  sufficient  personnel  resources  to  support  the  “redesigned,  resource-efficient, 
wellness  focused  health  care  delivery  system.”54  Simply  put,  conditions  were  ap- 
proaching the  point  where  the  level  of  readiness  as  well  as  the  delivery  of  safe 
health  care  services  was  open  to  serious  question. 

The  large-scale  drawdown  of  the  1990s  created  unexpected  consequences  of 
enormous  proportions.  It  cast  grave  doubts  about  the  AMEDD’s  capacity  to  field 
successfully  the  most  effective  medical  forces  to  support  future  medical  opera- 
tions in  foreign  lands,  either  combat  missions  or  Operations  Other  Than  War.  It 
created  uncertainties  about  the  AMEDD’s  ability  to  provide  health  care  for  its 
large  group  of  beneficiaries  in  the  United  States  and  overseas  installations.55  Nu- 
merous other  undesirable  repercussions  with  implications  for  force  readiness  are 
thought  to  follow  large-scale  organizational  downsizing.56  Typically,  the  members 
of  the  affected  organization  demonstrate  plummeting  morale,  a dulling  of  initia- 
tive, more  guarded  behavior,  and  an  overall  risk  avoidance.  Loyalty  to  the  orga- 
nization suffers,  productivity  drops,  recruiting  becomes  onerous,  public  image 
tarnishes,  and  stress-related  symptoms  proliferate.57 
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When  rumors  of  downsizing  spread  in  the  late  1980s,  individual  Army  nurses 
felt  threatened  by  the  potential  loss  of  their  jobs  and  their  accustomed  Army  way 
of  life.  Army  Nurse  Corps  leaders  sought  to  allay  fears  across  every  echelon  of 
the  Corps.58  By  1995,  the  drawdown  was  creating  even  greater  tensions  within  the 
ranks  of  Army  Nurse  Corps  officers.  Incoming  chief  of  the  Army  Nurse  Corps, 
Brigadier  General  Bettye  Simmons,  and  her  assistant,  Colonel  Susan  McCall, 
implemented  a transition  survey  and  polled  a sample  of  Army  nurses  and  non- 
commissioned officers.  The  results  confirmed  that  the  ongoing  drawdown  was  the 
most  important  and  most  frequently  identified  concern  of  33  percent  of  the  study 
sample.  Many  thought  its  effects  carried  over  to  the  clinical  setting.  Numerous 
survey  participants  articulated  the  belief  that  the  drawdown  had  negatively  im- 
pacted patient  care,  while  others  asserted  that  they  were  short-staffed  and  rarely 
had  the  time  or  opportunity  to  mentor  junior  staff.  The  respondents  expressed 
the  feeling  that  the  Army  considered  them  expendable  cogs  and  that  they  were 
approaching  the  breaking  point  of  no  longer  being  able  to  “do  more  with  less.” 
Others  commented  that  even  outstanding  officers  had  doubts  that  they  could  ad- 
vance in  their  Army  careers.  Still  others  believed  that  the  Army  Nurse  Corps  had 
degenerated  into  a cutthroat  operation.  One  officer  observed  that  the  downsizing 
did  not  promote  the  retention  of  the  best  and  the  brightest  soldiers.  Neither  did  it 
increase  productivity.  Instead,  it  fostered  an  atmosphere  of  detrimental  competi- 
tion and  a stressful  working  climate.59 

Nurses,  their  fellow  officers  and  coworkers,  and  their  patients  all  tried  to  cope 
with  the  stress  engendered  by  the  drawdown.  Some  used  euphemisms  to  put  a 
positive  spin  on  the  cuts,  referring  not  to  the  “drawdown”  or  “downsizing”  but 
to  “rightsizing,”  “force  sculpting,”  or  “force  tailoring.”  Others  used  black  humor, 
labeling  the  “downsizing”  as  a “capsizing.”  Some  coped  by  openly  acknowledg- 
ing their  pending  involuntary  retirement  status,  focusing  on  their  work  and  staff 
responsibilities,  or  planning  for  their  future  career  or  family  obligations.  Social 
support,  in  the  form  of  encouragement  and  assistance  from  peers  and  family, 
facilitated  the  adaptation  process.  Many  found  sustenance  in  spirituality  or  by 
framing  their  involuntary  retirement  with  various  philosophical  attitudes  and 
approaches.60 

With  the  dawning  of  1998,  Simmons  announced  that  the  Corps  had  success- 
fully met  its  downsizing  targets,  although  the  accomplishment  was  fraught  with 
“uncertainty,  professional  challenges  and  disappointments  and  hard  decisions.”61 
She  added  that  “the  chaos  and  turmoil”  were  “a  reflection  of  the  shift  in  national 
priorities”  and  the  upheaval  in  the  country’s  health  care  system  and  acknowledged 
that  the  drawdown  had  been  “personally  hurtful  to  many.”  Simmons  called  for  a 
fresh  start,  observing  that  “it  is  now  time  to  dust  ourselves  off  and  move  into  the 
new  year.”62 

In  a complementary  approach  to  the  personnel  drawdown,  DoD  also  imple- 
mented the  mandates  of  the  BRAC  Commission  to  further  decrease  infrastructure 
costs.  Political  appointees  of  the  BRAC  Commission  recommended  various  base 
closures  and  adjustments  and  forwarded  them  to  DoD.  The  secretary  of  defense 
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then  released  to  the  president  and  Congress  the  list  of  facilities  to  be  closed,  re- 
aligned, disbanded,  or  relocated.  Congress  reserved  final  approval  authority  for 
the  BRAC  lists  and  had  to  either  accept  or  reject  the  secretary’s  recommendations 
in  their  entirety.63 

Consistent  with  the  new  doctrine  of  posting  fewer  troops  overseas  and  em- 
phasizing regional  deployability,  the  U.S.  Army,  Europe  (USAREUR),  instituted 
significant  reductions.  From  September  1991 , the  end  of  Desert  Storm,  to  30  Sep- 
tember 1994,  USAREUR  planned  a reduction  of  troop  strength  from  214,000 
to  92,200  personnel.64  Although  the  Army  cut  almost  60  percent  of  its  troops  in 
Europe,  USAREUR  7th  Medical  Command  (MEDCOM)  was  to  lose  only  about 
40  percent  of  its  personnel  inventory.65  As  a part  of  the  overall  plan,  however,  a 
number  of  7th  MEDCOM  facilities  would  close. 

The  BRAC  Commission  recommendations  degraded  the  5th  General  Hospital 
at  Bad  Cannstatt,  near  Stuttgart,  Germany,  to  a clinic  in  the  summer  of  1992,  and 
many  of  the  46  Army  Nurse  Corps  officers  assigned  there  were  uneasy  about  their 
immediate  future  and  concerned  about  their  next  assignments.  Change  and  uncer- 
tainties were  among  the  few  constants.66  Moreover,  fears  were  not  confined  to  Bad 
Cannstatt  or  to  Army  Nurse  Corps  officers.  Civilian  nurses,  frequently  spouses 
of  military  personnel  assigned  to  Europe,  also  voiced  their  apprehensions.  Many 
worried  that  they  would  be  laid  off  without  any  warning.67  By  1993,  the  BRAC 
Commission  mandate  closed  Army  hospitals  at  Bremerhaven  and  Augsberg,  Ger- 
many, and  Brussels,  Belgium,  or  downgraded  them  to  clinics,  giving  rise  to  simi- 
lar concerns.  Hospitals  located  in  Niimberg,  Berlin,  and  Frankfurt,  Germany,  and 
Vicenza,  Italy,  also  were  scheduled  for  potential  downgrading  or  closure.  TO&E 
units  faced  comparable  uncertainties.  The  128th  and  32nd  Combat  Support  Hos- 
pitals (CSHs)  were  pegged  to  deactivate  in  November  1991.  The  30th  Medical 
Group  would  cease  operations  in  January  1992  68  By  the  fall  of  1993,  the  502nd 
Mobile  Army  Surgical  Hospital  (MASH)  would  be  shuttered.69  Whether  going 
through  closure  or  radical  alterations,  the  staff  of  all  these  units  lived  with  ambi- 
guity and  uncertainty  in  their  personal  and  professional  lives. 

The  few  hospitals  that  remained  in  Europe  underwent  a transition  from  TO&E 
units  with  Table  of  Distribution  and  Allowances  (TDA)  augmentation  to  the  con- 
figuration of  CSHs.70  The  drive  to  improve  readiness  was  the  impetus  for  this 
large-scale  transformation.  By  1998,  the  Army  wanted  all  its  TDA  assets  to  be 
unequivocally  related  to  the  TO&E  either  through  the  Professional  Officer  Fill- 
er System  or  the  U.S.  Army  Forces  Command  (FORSCOM)  Nurse  Programs.71 
Medical  Force  2000  doctrine  guided  this  transition,  intending  to  make  hospital 
TO&E  units  more  mobile  and  deployable.  The  restructuring  of  field  medical  sup- 
port was  an  outcome  of  lessons  learned  during  Operation  Desert  Shield/Operation 
Desert  Storm.72  Accordingly,  the  Niimberg  Medical  Department  Activity  (MED- 
DAC),  formerly  the  98th  General  Hospital,  became  the  3rd  CSH,  staffed  with 
nurses  who  were  assigned  based  only  on  mobilization  areas  of  concentration.73 
This  raised  the  question  of  who  would  provide  care  for  the  existing  specialty 
cases,  such  as  maternal-child  patients,  represented  in  the  statistic  of  an  average 
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of  42  births  monthly.74  Army  nurses  with  the  medical-surgical  specialty  doubt- 
less stepped  in  to  fill  the  void  and  likely  some  had  a background  and  experience 
in  the  required  specialties.  Several  years  later,  the  Niimberg  hospital  closed  per- 
manently. Another  facility  undergoing  transformation  was  the  Frankfurt  Army 
Regional  Medical  Center,  formerly  the  97th  General  Hospital,  which  became  the 
51st  CSH.  It,  too,  subsequently  closed.  The  Wurzburg  MEDDAC  merged  into 
the  67th  CSH.75  At  Heidelberg,  the  95th  CSH  was  integrated  into  the  existing 
MEDDAC.76  The  Landstuhl  Army  Regional  Medical  Center,  previously  the  2nd 
General  Hospital,  remained  a fixed  facility  and  the  only  Medical  Center  in  Eu- 
rope. The  first  of  a group  of  288  Air  Force  personnel  augmented  the  Landstuhl 
Army  Regional  Medical  Center  staff  in  April  1993,  and  it  became  known  as  Land- 
stuhl Regional  Medical  Center.77 

As  of  1997,  three  fixed  hospitals  and  29  health  clinics  remained  in  Germany, 
Italy,  or  Belgium.  Many  Army  Nurse  Corps  officers  assigned  to  Europe  had  dual 
responsibilities  and  divided  their  duty  time  between  fixed  medical  facilities  and 
TO&E  units.  Army  nurses  assigned  to  the  212th  MASH  at  Wiesbaden,  Germany, 
for  example,  filled  positions  at  the  Heidelberg  hospital  when  not  deployed  or 
participating  in  training.  Similarly,  Army  nurses  of  the  67th  CSH  worked  at  the 
Wurzberg  MEDDAC.  A contingency  plan.  Operation  Backbone,  stipulated  the 
process  for  maintaining  fixed  facility  operations  when  the  TO&E  staff  deployed. 
It  identified  backfill  requirements  by  rank  and  specialty  when  staff  deployments 
with  their  TO&E  units  exceeded  two  weeks.  The  Army  implemented  Operation 
Backbone  in  1995  and  again  in  1996,  when  it  mobilized  hundreds  of  reservists 
from  across  the  United  States  for  140-day  rotations  to  backfill  the  Landstuhl  Re- 
gional Medical  Center,  the  Wurzberg  MEDDAC,  and  the  Heidelberg  hospital.78 

Change  likewise  occurred  in  Korea  and  the  18th  MEDCOM.  The  121st  Evacu- 
ation Hospital  in  Seoul  continued  to  operate  a 150-bed  fixed  facility  that  was 
expandable  to  500  beds  using  Deployable  Medical  System  equipment  stored  in 
country.  The  43rd  MASH,  a TO&E  unit  whose  mission  was  to  provide  far  forward 
resuscitative  surgery  in  support  of  the  2nd  Infantry  Division,  retired  its  colors 
in  March  1997.  In  its  stead,  the  division  activated  the  127th  and  135th  Forward 
Surgical  Teams  (FSTs)  to  provide  a far  forward,  rapidly  deployable,  urgent,  initial 
surgical  service.  Both  of  these  FSTs  were  attached  to  the  121st  Evacuation  Hos- 
pital. Two  medical-surgical  nurses,  two  nurse  anesthetists,  and  an  operating  room 
nurse  served  on  each  team  along  with  other  AMEDD  personnel.79  Army  Nurse 
Corps  officers  also  were  assigned  to  multiple  roles  in  the  168th  Medical  Battalion. 
They  provided  ambulatory  care  in  Troop  Medical  Clinics  throughout  the  peninsula 
and  were  also  chief  nurses  for  headquarters  support,  A Company  and  B Company, 
answering  to  the  1 8th  MEDCOM  commander  and  chief  nurse  for  administrative 
and  clinical  management  of  the  Area  Support  Medical  Companies.  They  were 
also  principal  nursing  advisors  to  the  company  commanders.  One  Army  Commu- 
nity Health  Nurse  was  assigned  to  each  company  in  the  168th  Medical  Battalion. 
Additionally,  Camp  Casey,  40  miles  north  of  Seoul,  was  the  worksite  for  a hand- 
ful of  Army  nurses  who  supported  2nd  Infantry  Division  soldiers.  They  served  in 
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positions  such  as  chief  nursing  consultant  to  the  division  surgeon,  head  nurse  of 
the  Camp  Casey  Troop  Medical  Clinic,  obstetrics/gynecology  nurse  practitioner, 
or  community  health  nurse.80 

Other  overseas  installations  also  closed.  The  USA  MEDDAC  Panama,  Gorgas 
Army  Community  Hospital,  was  inactivated  in  June  1997.  This  institution’s  roots 
reached  back  to  1882,  when  the  French  government  opened  a hospital  on  the  same 
location.  The  French  hospital  later  became  the  Ancon  Hospital  and  then  the  Canal 
Commission  Hospital.  Finally,  it  became  an  Army  hospital  named  in  honor  of 
Major  William  C.  Gorgas,  who  eradicated  yellow  fever  within  the  Panama  Canal 
Zone  from  1904  to  1914,  making  it  feasible  for  Army  engineers  to  construct  the 
Panama  Canal  across  the  Isthmus  of  Panama.81 

In  addition,  the  BRAC  Commission  dictated  that  several  major  hospitals  within 
the  continental  United  States  (CONUS)  close.  Throughout  the  20th  century,  his- 
toric Letterman  Army  Medical  Center,  situated  on  the  Presidio  of  San  Francisco, 
remained  a robust,  busy  hospital.  At  the  turn  of  the  century,  it  received  and  cared 
for  soldiers  evacuated  from  the  Philippines  during  and  after  the  Spanish-American 
War.  It  cared  for  sick  and  wounded  soldiers  who  arrived  from  the  Pacific  theater 
during  World  War  II.  During  the  Vietnam  era,  it  also  provided  care  for  many  of  that 
war’s  casualties.  Early  in  the  1990s,  the  Army  incrementally  reduced  the  medical 
center  into  the  100-bed  Letterman  U.S.  Army  Hospital  and  later  in  June  1993  into 
clinic  status.  Letterman  closed  permanently  on  31  July  1994,  with  all  equipment 
and  personnel  departed  by  30  September  1994.  The  hospital’s  mission,  many  of 
its  specialty  staff,  and  other  personnel  transferred  to  Madigan  Army  Medical  Cen- 
ter in  Tacoma,  Washington,  where  a new  facility  had  recently  opened. 

Throughout  the  dismantling  process  initiated  by  the  BRAC  Commission,  the 
Letterman  staff  and  patients  faced  enormous  stress  and  uncertainties.  Major  prob- 
lems were  a seemingly  perpetual  dearth  of  information  from  higher  authorities, 
reduced  ability  to  provide  a diverse  range  of  required  patient  services,  and  the 
need  to  carry  on  daily  operations  and  maintain  quality  of  care  vis-a-vis  a steadily 
diminishing  level  of  administrative  and  logistical  support.  Another  challenge  was 
the  accelerated  departure  of  civilian  employees.  Once  closure  became  a certainty, 
the  civil  service  staff— as  could  be  expected— sought  other  jobs,  promptly  leav- 
ing the  organization  as  soon  as  alternative  positions  became  available  in  the  ci- 
vilian community.  In  normal  situations,  the  civilian  force  exerted  a stabilizing 
effect.  But  these  were  unusual  times  and  the  military  staff  of  Letterman  quickly 
discovered  that  in  a BRAC  situation,  the  exodus  of  the  civilian  workforce  further 
undermined  already  declining  operations  and  contributed  to  the  sense  of  anxiety 
and  confusion.  To  cope  with  the  evolving  organizational  change,  the  hospital  con- 
tracted with  a group  of  management  consultants  who  worked  with  the  staff  on  a 
regular  basis.82 

Faced  with  the  pending  dissolution  at  Letterman,  nursing  staff  also  conducted 
strategic  planning  to  facilitate  transition  and  ease  the  pain  of  shutting  down  the  in- 
stitution and  terminating  its  services.  Most  of  the  beneficiaries  who  received  their 
care  at  Letterman  were  retired  personnel  and  their  families,  over  65  years  of  age, 
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and  eligible  for  Medicare.  Many  had  multiple  health  problems.  To  complicate 
matters,  a significant  number  of  beneficiaries  had  failed  to  sign  up  for  Medicare 
Part  B,  which  generally  compensated  for  outpatient  care,  when  they  were  first 
eligible.  The  Letterman  staff  exerted  significant  efforts  to  negotiate  inclusion  in 
Medicare  Part  B for  these  beneficiaries,  allowing  them  to  enroll  without  incurring 
a financial  penalty  for  their  late  applications.  In  addition,  the  staff  devoted  much 
time  and  energy  in  referring  these  beneficiaries  to  suitable  civilian  health  care 
providers.83 

The  1995  BRAC  Commission  recommendations  also  directed  that  Fitzsimons 
Army  Medical  Center  in  Aurora,  Colorado,  close  its  doors  primarily  because  there 
was  no  longer  a major  Army  presence  in  the  area.  Significant  pain  resulted.  The 
pre-World  War  I facility,  designated  for  many  years  as  a tuberculosis  treatment 
center  in  the  first  half  of  the  20th  century,  downgraded  into  a clinic  in  June  1996 
and  closed  entirely  soon  thereafter.  The  14  tenant  units  on  the  grounds  realigned 
to  other  existing  locations.  The  only  remaining  Army  elements  were  11  reserve 
units  housed  in  the  McWethy  Reserve  Center.  The  50,000  to  70,000  military  re- 
tirees who  formerly  received  health  care  at  the  hospital  felt  bitter,  disillusioned, 
and  abandoned  by  the  military  that  had  promised  retirees  free  medical  benefits  for 
life.84  After  the  AMEDD’s  almost  total  departure  from  the  Fitzsimons  grounds,  the 
University  of  Colorado  Health  Science  Center  created  a bioscience  research  park 
in  its  place.85  In  2004,  the  educational  institution  opened  the  Anschutz  Inpatient 
Pavilion,  a state-of-the-art  hospital  facility,  on  the  former  Fitzsimons  Army  Medi- 
cal Center  site.86 

Other  facilities  faced  inactivation  as  a result  of  the  BRAC  process.  Noble  Army 
Community  Hospital  at  Fort  McClellan,  Alabama,  closed.  Additionally,  Kim- 
brough Army  Community  Hospital  at  Fort  Meade,  Maryland,  and  Kenner  Army 
Community  Hospital  at  Fort  Fee,  Virginia,  downgraded  to  clinic  status.87  Cutler 
Army  Community  Hospital  at  Fort  Devens,  Massachusetts,  claiming  75  years  of 
service  to  the  nation,  also  closed.88  Furthermore,  TO&E  hospitals  within  CONUS 
were  not  exempt  from  the  downsizing.  In  September  1993,  the  Army  inactivated 
the  8th  Evacuation  Hospital  at  Fort  Ord,  California.89 The  93rd  Evacuation  Hos- 
pital at  Fort  Feonard  Wood,  Missouri,  the  42nd  Field  Hospital  at  Fort  Knox,  Ken- 
tucky, and  the  46th  Combat  Support  Hospital  at  Fort  Devens,  Massachusetts,  also 
closed  in  FY  1994. 90  During  the  summer  of  1995,  the  16th  MASH  at  Fort  Riley, 
Kansas,  and  the  2nd  MASH  at  Fort  Benning,  Georgia,  cased  their  colors.91 

In  1998,  the  surgeon  general  noted  that  of  168  field  hospitals  existing  in  1990— 
both  active  and  reserve— only  52  remained.  He  expected  that  number  to  drop 
even  further  in  the  future.92  The  numbers  of  fixed  TDA  facilities— both  overseas 
and  within  the  United  States— fell  from  49  in  1988, 14  outside  of  CONUS  and  35 
within  CONUS,  to  27  by  1999,  with  five  overseas  and  22  within  CONUS.93 

The  long-term  effects  of  the  drawdown  of  the  1990s  remain  unclear.  None- 
theless, several  of  the  readiness  concerns  articulated  in  May  1994  by  Brigadier 
General  Dorothy  Pocklington,  the  first  female  and  nurse  to  be  promoted  to  briga- 
dier general  in  the  U.S.  Army  Reserve  (USAR),  seemed  prophetic.  When  discuss- 
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ing  readiness,  she  observed  that  “a  lot  of  things  may  not  be  in  place  before  the 
next  major  conflict  begins”  and  optimistically  hoped  that  the  situation  would  not 
adversely  impact  on  recruitment  and  retention.  Pocklington  added  that  with  the 
downsizing  of  the  active  component  and  the  increased  dependence  on  the  reserves 
and  National  Guard,  retention  would  be  adversely  affected  if  the  US  AR  and  Army 
National  Guard  units  were  repeatedly  mobilized.94 

In  the  time  frame  that  commenced  in  the  aftermath  of  the  Cold  War,  serious 
challenges,  critical  issues,  and  thorny  dilemmas  proliferated.  Chief  among  these 
were  the  draconian  cuts  levied  on  the  Army  Nurse  Corps,  making  it  difficult— 
if  not  virtually  impossible— to  provide  safe,  quality  care.  Fortunately,  the  three 
chiefs  of  the  Corps  who  sequentially  served  in  these  troubled  times  were  equal  to 
the  task. 

Brigadier  General  Nancy  R.  Adams  became  the  19th  chief  of  the  Army  Nurse 
Corps  in  November  1991  and  led  the  Corps  for  four  challenging  years  until  De- 
cember 1995.  Before  this  most  senior  leadership  role,  she  served  as  Army  Nurse 
Corps  consultant  and  previously  was  chief  nurse  of  the  Frankfurt  Regional  Army 
Medical  Center  in  Germany.  Colonel  Terris  E.  Kennedy  served  as  Adams’  assis- 
tant chief  of  the  Corps. 

During  her  tenure,  Adams  assumed  various  roles  and  responsibilities.  In  the 
first  months  of  her  administration,  she  held  three  positions,  serving  as  chief  of  the 
Corps,  the  assistant  surgeon  general  for  nursing,  and  director  of  AMEDD  Person- 
nel. In  the  summer  of  1994  she  assumed  command  of  the  U.S.  Army  Center  for 
Health  Promotion  and  Preventive  Medicine  at  Edgewood  Arsenal,  Maryland. 

Adams’  contributions  were  many  and  diverse.  She  developed  a conceptual 
model  of  Army  nursing  practice  that  optimized  the  role  of  the  advanced  practice 
nurse  in  clinical  case  management  and  managed  care.  She  encouraged  individual 
Army  nurses  to  design  and  implement  innovative  programs  and  processes  that 
resulted  in  significant  cost  avoidance,  better  access  to  care,  and  improved  quality 
of  care.  She  took  the  lead  with  Kennedy’s  assistance  to  revamp  the  face  of  nursing 
research  in  the  Army,  supporting  the  TriService  Nursing  Research  program,  re- 
structuring the  organization  of  nursing  research  into  local  regions  with  imbedded 
consultants,  assigning  officers  to  the  Medical  Research  and  Materiel  Command 
to  manage  the  multimillion-dollar  Breast  Cancer  Research  Program,  creating  the 
Persian  Gulf  War  Illness  Task  Force  to  add  clinical  input  and  media  coordina- 
tion, and  instituting  research  fellowships  at  the  Walter  Reed  Army  Institute  of 
Research.  She  furnished  nursing  informatics  experts  to  work  on  the  development 
of  clinical  information  systems  within  DoD.  Adams  adopted  a proactive  approach 
to  the  USAR  and  Army  National  Guard  components.  She  assigned  regional  train- 
ing coordinators  who  integrated  and  scheduled  unit  training  that  improved  care 
in  military  treatment  facilities,  enhanced  readiness,  and  led  to  the  establishment 
of  recognized  Active,  Guard,  Reserve  positions  within  the  Health  Service  Sup- 
port Areas.  Adams  also  worked  tirelessly  to  minimize  and  mitigate  the  loss  of 
Army  Nurse  Corps  authorizations  within  the  context  of  a massive  Army  draw- 
down. In  1995,  she  assumed  command  of  the  Southwest  Health  Service  Sup- 
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Pictured  is  Brigadier  General  Nancy  R.  Adams,  who  served  as  the  19th  Chief  of  the  Army  Nurse  Corps 
from  1991  to  1995. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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port  Area  and  later  command  of  the  William  Beaumont  Army  Medical  Center.  In 
1998,  the  president  of  the  United  States  nominated  Adams  for  promotion  to  major 
general,  a first  for  an  Army  Nurse  Corps  officer.  She  then  assumed  command  of 
Tripler  Army  Medical  Center  and  the  Pacific  Regional  Medical  Command.  She 
also  served  as  command  surgeon  of  the  U.S.  Army,  Pacific.  Adams  retired  from 
active  duty  in  2002. 

Following  her  retirement,  she  served  in  the  Senior  Executive  Service  in  Aurora, 
Colorado,  as  senior  advisor  to  the  director  of  TRICARE  management  activity. 
She  subsequently  accepted  an  appointment  as  regional  director  for  the  TRICARE 
North  Regional  Office  in  Falls  Church,  Virginia. 

The  20th  chief  of  the  Army  Nurse  Corps  was  Brigadier  General  Bettye  H.  Sim- 
mons. She  served  in  this  most  senior  leadership  position  from  December  1995  to 
January  2000.  Before  her  selection  as  chief  of  the  Corps,  Simmons  discharged  the 
responsibilities  of  chief  nurse,  U.S.  Army  Medical  Command,  and  filled  the  role 
of  consultant  to  the  Army  surgeon  general  for  nursing  administration.  Previous  to 
these  assignments,  she  was  chief  nurse  at  the  U.S.  Army  MEDDAC,  Fort  Polk, 
Louisiana.  Colonel  Susan  C.  McCall  was  Simmons’  assistant  chief  of  the  Corps 
from  November  1995  to  September  1998.  Following  McCall’s  retirement,  the  as- 
sistant chief’s  position  remained  vacant  for  more  than  a year. 

When  Simmons  assumed  her  duties  as  chief  of  the  Army  Nurse  Corps,  the 
surgeon  general  simultaneously  directed  her  to  fill  the  position  of  deputy  com- 
mandant of  the  AMEDD  Center  and  School  at  Fort  Sam  Houston,  Texas,  with 
San  Antonio,  Texas,  being  the  location  of  her  principal  office.  McCall’s  office, 
however,  remained  within  the  National  Capital  Region  at  Fort  Belvoir,  Virginia. 
Some  18  months  later,  Simmons  departed  from  Fort  Sam  Houston  and  reported 
in  to  Fort  McPherson,  Georgia,  to  become  the  command  surgeon  of  FORSCOM. 
Two  years  later,  she  completed  her  tour  of  duty  as  FORSCOM  command  surgeon 
and  assumed  command  of  the  U.S.  Army  Center  for  Health  Promotion  and  Pre- 
ventive Medicine. 

As  chief  of  the  Army  Nurse  Corps,  Simmons  left  a significant  legacy.  She  cre- 
ated a managed  loss  plan  designed  to  reduce  corps  strength  to  mandated  numbers 
with  the  least  possible  adverse  influence  on  mission  accomplishment.  Simmons 
also  used  a variety  of  strategies  to  enhance  relationships  and  build  a cohesive  team 
of  enlisted  medics,  licensed  military  practical  nurses,  and  professional  nurses  in 
the  Army.  She  presided  over  a revamp  of  the  Army  Nurse  Corps  specialty  mix, 
implementing  an  Emergency  Nurse  Course  to  improve  combat  nursing  skills,  and 
combined  the  four  specialties  of  nurse  practitioner  roles  into  one  generalist  nurse 
practitioner,  the  family  nurse  practitioner,  thereby  providing  a flexible  health  care 
provider  for  virtually  every  patient  population  in  almost  any  contingency.  Sim- 
mons collaborated  with  the  reserve  components  to  craft  a postdeployment  medi- 
cal care  package  that  employed  nurse  case  managers  with  physician  support  to 
triage  injured  soldiers  to  the  proper  level  of  care  before  demobilization.  She  also 
sponsored  an  Active  Component/Reserve  Component  Chief  Nurse  Strategic  Plan- 
ning Summit  that  convened  to  develop  a long-range  plan  to  drive  future  Active 
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Pictured  is  Brigadier  General  Bettye  H.  Simmons,  who  served  as  the  20th  Chief  of  the  Army  Nurse 
Corps  from  1995  to  2000. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Pictured  is  Brigadier  General  William  T.  Bester,  who  served  as  the  21st  Chief  of  the  Army  Nurse  Corps 
from  2000  to  2004. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Component/Reserve  Component  initiatives.  Simmons  retired  from  active  duty  in 
January  2000  and  became  the  director  of  the  Leadership  Institute  at  Hampton 
University  in  Norfolk,  Virginia. 

Brigadier  General  William  T.  Bester  succeeded  Simmons  as  the  21st  chief  of 
the  Army  Nurse  Corps,  serving  in  this  role  from  2000  to  2004.  Bester  was  the  first 
male  Army  Nurse  Corps  officer  to  hold  this  position  in  the  century-long  history 
of  the  Army  Nurse  Corps.  Colonel  Deborah  Gustke  served  as  the  assistant  chief 
of  the  Army  Nurse  Corps  and  simultaneously  as  the  Corps-specific  branch  pro- 
ponency  officer  at  the  AMEDD  Center  and  School  at  Fort  Sam  Houston,  Texas, 
at  this  time.  Before  becoming  chief  of  the  Army  Nurse  Corps,  Bester  served  as 
advance  party  commander  when  deploying  to  Taszar,  Hungary,  in  support  of  Op- 
eration Joint  Endeavor.  For  the  60  days  before  his  departure  from  that  theater 
of  operations,  he  functioned  as  the  Medical  Task  Force  commander,  shouldering 
responsibility  for  all  medical  assets  in  Hungary  and  Croatia.  Immediately  before 
his  selection  as  chief  of  the  Corps,  he  commanded  Moncrief  Army  Community 
Hospital  at  Fort  Jackson,  South  Carolina. 

Upon  selecting  Bester  to  be  chief,  Army  Nurse  Corps,  the  surgeon  general  si- 
multaneously assigned  him  as  the  assistant  surgeon  general  for  force  projection 
and  deputy  chief  of  staff  for  operations,  health  policy,  and  services,  with  an  office 
in  the  Pentagon.  In  the  spring  of  2002,  he  left  these  positions  and  assumed  com- 
mand of  the  U.S.  Army  Center  for  Health  Promotion  and  Preventive  Medicine. 

While  chief  of  the  Army  Nurse  Corps,  Bester  faced  the  challenge  of  recruiting 
and  retaining  adequate  numbers  of  Army  nurses  while  the  nation  was  undergoing 
a severe  nursing  shortage.  He  marshaled  an  array  of  initiatives  such  as  the  critical 
skills  retention  bonus  for  nurse  anesthetists  and  operating  room  nurses  and  the  $18 
million  Health  Loan  Repayment  Program  for  the  accession  and  retention  of  Army 
nurses  with  six  to  96  months  of  active  duty  service.  He  championed  expanding 
Reserve  Officers’  Training  Corps  scholarships  for  nurses  to  almost  200  colleges 
and  universities  nationwide  and  enlarged  the  Army  Enlisted  Commissioning  Pro- 
gram for  Nursing  from  55  to  75  slots.  Bester  sought  and  obtained  congressio- 
nal approval  for  direct  hire  authority  for  civilian  registered  nurses,  reducing  the 
length  of  the  hiring  process  from  an  average  of  101  to  21  days. 

Bester  retired  from  active  duty  in  March  2004.  Following  his  retirement,  he 
accepted  a faculty  position  at  the  University  of  Texas  at  Austin,  teaching  both 
undergraduate  and  graduate  students.  Still  later  he  joined  the  staff  of  the  Graduate 
School  of  Nursing  at  USUHS. 
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Chapter  Fifteen 

Revamping  the  Medical  Department  and 
Army  Nursing 


nother  consequence  of  the  Base  Realignment  and  Closure  process  was 


the  overall  restructuring  of  the  Army  Medical  Department  (AMEDD) 


that  transpired  in  the  1990s.  The  Quicksilver  downsizing  initiative,  a part 
of  the  1990  Base  Realignment  and  Closure  plan,  recommended  the  elimination  of 
Health  Services  Command  (HSC)  and  its  replacement  by  a new  Medical  Major 
Command  (MACOM)  commanded  by  The  Surgeon  General  (TSG).  This  would 
ultimately  restore  the  TSG’s  authority  lost  during  the  HSC  reorganization  in  the 
early  1970s  and  render  it  commensurate  with  the  position’s  responsibilities.  It 
would  also  centralize  accountability  for  all  health  care  delivery  in  the  Army  with 
TSG.  Original  plans  called  for  co-locating  the  MACOM  within  the  Office  of  The 
Surgeon  General  (OTSG)  in  the  National  Capital  Region  (NCR).  This  did  not 
materialize.  Given  a recent  political  controversy  about  the  construction  and  bed 
size  of  a new  Brooke  Army  Medical  Center  in  San  Antonio,  Texas,  and  the  Texas 
congressional  delegation’s  concerns,  planners  deemed  it  unwise  to  shift  assets 
from  Fort  Sam  Houston,  Texas,  at  that  time.  Additionally,  constraints  limited  as- 
signing additional  manpower  and  resources  within  the  NCR.1  The  new  MACOM, 
the  U.S.  Army  Medical  Command  (MEDCOM),  thus  located  its  headquarters  at 
Fort  Sam  Houston,  Texas. 

On  1 July  1991,  the  Army  officially  authorized  the  organization  of  the  U.S. 
Army  Medical  Department  Center  and  School  (AMEDD  C&S),  formerly 
known  as  the  Academy  of  Health  Sciences,  at  Fort  Sam  Houston.  This  was  the 
first  phase  of  the  MEDCOM’s  reorganization  within  the  changing  Army.2  The 
AMEDD  C&S  was  the  AMEDD ’s  schoolhouse  and  think  tank.  A combined  staff 
and  faculty  of  1 ,800  manned  the  institution  and  provided  education  for  3 1 ,000 
resident  students  enrolled  annually  in  some  150  courses.  Another  25,000  stu- 
dents participated  in  correspondence  courses  each  year.  The  AMEDD  C&S  also 
developed  military  medical  doctrine,  supported  research,  and  was  responsible 
for  AMEDD  personnel  proponency.3 
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By  1 October  1993  the  reorganization  plan  for  the  Medical  Command  (Pro- 
visional), as  approved  by  Department  of  the  Army,  was  in  progress.  The  fully 
activated  command  commenced  operations  on  2 October  1994  and  featured 
more  precise  lines  of  authority,  more  realistic  spans  of  control,  and  improved 
use  of  resources  in  relation  to  the  previous  structure  and  function  of  HSC.  The 
surgeon  general  became  the  principal  medical  adviser  to  the  chief  of  staff  of  the 
Army  and  commander  of  the  MEDCOM.  A smaller  OTSG  staff,  Army  Staff,  in 
the  NCR,  and  a MEDCOM  in  San  Antonio  served  as  Army  medicine’s  center 
of  gravity.4  The  MEDCOM  had  a strategic  focus,  while  the  Medical  Treatment 
Facilities’  (MTFs’)  approach  was  tactical.  Functioning  between  the  MEDCOM 
and  the  MTFs  were  seven  medical  regions,  originally  called  Health  Services  Sup- 
port Areas  (HSSAs)  but  later  designated  Regional  Medical  Commands  (RMCs)  in 
July  1996. 5 The  HSSAs/RMCs  had  an  operational  focus  and  managed  readiness, 
supervised  education  and  training,  and  coordinated  all  health  care  delivery  opera- 
tions within  each  geographical  region.  The  HSSAs  strove  to  integrate  the  assets  of 
the  reserve  components  “into  a seamless,  combat-ready  force.”  Since  70  percent 
of  the  AMEDD’s  assets  were  in  the  U.S.  Army  Reserve  or  the  Army  National 
Guard,  this  initiative  allayed  some  of  the  readiness  concerns  that  had  surfaced 
during  Operation  Desert  Storm.6 

Army  Nurse  Corps  officers  held  various  staff  positions  in  the  HSSAs  and  added 
their  unique  clinical  nursing  perspective.  Medical  Center  chief  nurses  typically 
served  as  chief  nurses  of  the  HSSAs  and  advised  on  the  assignments  of  Army 
nurses  to  the  HSSA,  usually  in  the  areas  of  coordinated  care,  education  and  train- 
ing, and  resource  management,  or  wherever  the  HSSA  need  or  health  care  mission 
dictated.7  By  1 December  1993,  seven  HSSAs  were  operational  at  each  of  the  sev- 
en Medical  Centers.8  By  1996  the  RMCs  were  headquartered  at  Brooke,  Eisen- 
hower, Madigan,  Tripler,  Landstuhl,  Beaumont,  and  Walter  Reed  Army  Medical 
Centers.9  The  HSSAs  or  RMCs  were  Major  Subordinate  Commands  of  the  MED- 
COM along  with  the  AMEDD  C&S,  the  Dental  and  Veterinary  Commands,  and 
the  Army  Environmental  Hygiene  Agency,  which  became  the  U.S.  Army  Center 
for  Health  Promotion  and  Preventive  Medicine  in  1994  with  responsibility  for 
force  health  protection— physical  fitness,  health  promotion,  and  preventive  medi- 
cine.10 The  Medical  Research  and  Materiel  Command  was  another  Major  Subor- 
dinate Command.  It  subsumed  the  former  Medical  Research  and  Development 
Command  and  field  operating  activities  whose  functions  were  the  development 
and  acquisition  of  supplies  and  equipment,  health  facility  planning,  informatics, 
and  the  production  and  distribution  of  medical  materiel.  Table  of  Organization 
and  Equipment  and  overseas  units  were  also  included  under  the  MACOM.11 

To  enhance  planning  and  review,  refine  the  concept  plan,  and  implement  the 
transition  of  the  proposed  reorganization.  Lieutenant  General  Alcide  M.  LaNoue 
established  Task  Force  Aesculapius  (TFA)  in  1992  as  one  of  his  first  objectives 
as  surgeon  general.12  [Note:  Aesculapius  was  a Greek  god  of  medicine;  his  staff 
with  a snake  entwined  around  it  is  a symbol  of  the  medical  profession.]  TSG  di- 
rected the  group  to  redesign  the  AMEDD’s  mission,  function,  and  structures  “into 
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a streamlined,  flattened  organization”  to  support  its  strategic  mission.  LaNoue 
also  instructed  TFA  to  prepare  an  implementation  plan  for  the  proposed  trans- 
formation. TFA’s  guiding  principles  were  to  draft  the  organizational  design  with 
clear  accountability  linked  with  authority,  have  the  right  people  implementing  the 
proper  tasks  at  the  appropriate  level,  and  avoid  duplication  and  redundancy.  The 
basis  for  the  TFA  effort  was  Elliott  Jacques’  untested  theory,  “requisite  organiza- 
tion,” that  advanced  the  notion  that  organizational  structure  transcends  personali- 
ties within  a corporation,  and  a detailed  focus  on  precise  roles  and  responsibilities 
yields  greater  employee  satisfaction  and  efficiency.13 

The  TFA  process,  however,  often  was  difficult  and  represented  some  of  the 
most  challenging  days  within  OTSG.  TSG’s  mandate  to  avoid  parochialism  and 
the  omnipresent  need  by  individual  corps  representatives  to  strongly  support  the 
reorganization  yet  preserve  their  roles  were  countervailing  forces  that  resulted  in 
considerable  acrimony  among  the  task  force  members.  The  conflict  contributed  to 
some  of  the  flawed  TFA  recommendations. 

The  group  arrived  at  a number  of  puzzling  conclusions  whose  implementation 
fundamentally  changed  the  structure  and  function  of  the  AMEDD  and  whose  cost/ 
benefit  ratio  seemed  skewed.  The  unintended  consequences  of  the  changes  were 
not  always  predominantly  constructive.  For  instance,  a TFA  decision  obliterated 
the  Consultants’  Division  in  OTSG,  in  which  the  Army  Nurse  Corps  chief  con- 
sultant was  a key  player  with  a strong  voice,  and  replaced  it  with  the  Clinical 
Policy  Division  with  minimal  if  any  nurse  input.  Like  her  predecessors,  the  last 
chief  nurse  consultant,  Colonel  Bonnie  Jennings,  studied  and  often  resolved  a 
number  of  wide-ranging  concerns  with  implications  for  nursing  and  improved  pa- 
tient care,  such  as  case  management,  female  hygiene  during  deployment,  epidural 
analgesia  for  all  deliveries,  and  anesthesiologist/anesthetist  practice  issues.  When 
the  chief  nurse  consultant  position  disappeared,  resolution  of  such  matters  was 
undermined.  Thereafter,  “decisions  were  made  [without]  the  input  of  nurses  that 
had  huge  ramifications  for  nursing  and  patient  care.  The  clinical  voice  of  nursing 
was  weakened.”14 

Another  aftereffect  emerged  with  the  elimination  of  the  chief  nurse  consultant 
position.  The  central  figure  to  coordinate  nursing  innovations  and  a vital  reposi- 
tory for  ideas  ceased  to  exist  and  function.15  Previously,  the  Army  Nurse  Corps 
consultant  had  clinical  oversight  AMEDD-wide.  Various  Army  MTFs  transmit- 
ted new  and  successful  ideas  to  the  consultant,  who  investigated  them  and,  if 
they  proved  valid  and  worthwhile,  promulgated  the  information  to  Army  facilities 
around  the  globe.  After  TFA  recommendations  were  implemented  and  the  “hub 
of  the  clinical  wheel”  disappeared,  high-quality  nursing  practice  in  the  Army  be- 
came less  homogeneous  and  standardized.16  The  negative  effects  of  eliminating 
the  chief  nurse  consultant  position  outweighed  its  cost-saving  advantages.  Al- 
though organizational  efficiency  and  economy  may  have  been  enhanced,  quality 
suffered  in  the  long  run. 

Major  General  Girard  Seitter  originally  led  the  TFA  group.17  After  his  retire- 
ment, Colonel  Stephen  Xenakis  succeeded  Seitter  and  then  Brigadier  General 
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Russ  Zajtchuk  led  the  group.18  Colonel  Mary  Messerschmidt  served  as  the  Army 
Nurse  Corps  representative  on  TFA.19 

As  an  integral  component  of  the  AMEDD,  the  Army  Nurse  Corps  was  a target 
for  restructuring.  Various  plans  proposed  numerous  organizational  modifications, 
some  of  which  were  implemented.  The  intent  of  the  proposed  changes  was  to 
provide  leadership  experience  to  develop  Army  Nurse  Corps  officers’  aptitude 
for  future  command  and  branch  immaterial  positions.  An  early  proposal  would 
have  located  the  chief  of  the  Army  Nurse  Corps  away  from  the  Washington,  D.C., 
area.  In  1992,  an  abortive  plan  surfaced  to  name  the  Army  Nurse  Corps  chief  as 
the  deputy  commandant  at  the  AMEDD  C&S  in  Texas.  General  Nancy  Adams 
disagreed  with  this  proposal  because  such  a move  would  leave  nursing  in  an  ob- 
scure organizational  element,  diminish  the  effectiveness  of  the  chief  of  the  Corps, 
and  disenfranchise  the  chief  from  health  care’s  national  policy-making  levels.  She 
added  that  such  action  ran  counter  to  the  congressionally  encouraged  movement 
toward  jointness,  or  interservice  collaboration,  by  hampering  interface  with  the 
other  military  nurse  corps  chiefs  whose  positions  were  firmly  entrenched  in  the 
NCR.  Removing  the  Army  Nurse  Corps  chief  to  Texas  would  also  physically 
distance  the  Army  Nurse  Corps  from  the  civilian  professional  organizations,  most 
of  which  had  offices  in  the  Washington,  D.C.,  metropolitan  area.  Surgeon  general, 
LaNoue,  accepted  Adams’  analysis  and  instead  assigned  another  AMEDD  general 
officer  to  the  AMEDD  C&S  position. 

At  the  same  time,  Adams  also  recommended  that  the  Army  Nurse  Corps  general 
officer  serve  as  an  assistant  surgeon  general  for  nursing,  directly  under  the  author- 
ity of  the  surgeon  general.  This  would  ensure  that  nursing  remained  identified  as  a 
separate  functional  element  rather  than  one  subsumed  within  other  organizational 
entities.  The  position  would  call  attention  to  nursing’s  vital  organizational  role  in 
readiness,  team  building,  and  customer  advocacy  as  well  as  allow  availability  for 
future  additional  functional  roles  for  the  Army  Nurse  Corps  general  officer.20  The 
surgeon  general  approved  this  initiative  in  December  1992.  By  that  time  Adams 
wore  three  hats:  (1)  chief  of  the  Army  Nurse  Corps,  (2)  assistant  surgeon  gen- 
eral for  nursing,  and  (3)  director  of  AMEDD  Personnel.21  This  multifaceted  role 
expansion  was  consistent  with  the  AMEDD ’s  changing  vision  of  corps  chiefs’ 
responsibilities.  By  the  1990s,  corps  chiefs  were  increasingly  assuming  noncorps- 
specific  corporate-level  responsibilities  while  delegating  the  day-to-day  opera- 
tional management  of  their  corps  to  their  assistants  at  the  colonel  level.22 

General  Clara  L.  Adams-Ender  observed  that  the  corps  chiefs’  roles  also  were 
changing  as  a consequence  of  the  reduction  in  the  overall  force  that  included  a 
corresponding  drop  in  the  total  number  of  general  officers.  The  chief  of  staff  of 
the  Army  directed  that  a general  officer’s  functions,  duties,  and  responsibilities 
“be  in  an  operational  position  and  not  a personnel  position  like  Chief  of  a Corps.” 
Adams-Ender  added  that  the  line  Army  had  functioned  “this  way  for  years  be- 
cause they  had  no  specifically  designated  branch  Chief  positions  in  the  law.”23 

In  1993,  the  surgeon  general  asked  Adams  to  build  the  prototype  HSSA,  or  the 
first  region  in  his  massive  restructuring  plan  at  Fitzsimons  Army  Medical  Center. 
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She  would  then  assume  command  of  the  Fitzsimons  HSSA.  Adams  noted  the  lim- 
itations in  this  assignment,  believing  that  in  order  to  command  the  HSSA,  she  also 
needed  to  command  the  Fitzsimons  Army  Medical  Center  installation.  Without 
this  latter  responsibility,  Adams  felt  she  would  not  establish  command  identity  or 
credibility  but  would  merely  serve  as  a resource  manager  in  a coordination/inte- 
gration capacity  that  did  not  intrinsically  reflect  command  authority.  Additionally, 
General  Gordon  Sullivan  did  not  approve  this  assignment  for  Adams,  basing  his 
decision  on  the  notion  that  the  AMEDD  had  not  provided  proper  leader  develop- 
ment for  her  to  assume  this  command.  Thus,  a second  plan  to  relocate  the  chief 
of  the  Army  Nurse  Corps  away  from  the  NCR  did  not  come  to  fruition.  Although 
Adams  was  not  in  favor  of  the  HSSA  assignment,  she  confided  that  she  momen- 
tarily did  regret  the  lost  opportunity  to  command.  However,  she  was  consoled  by 
the  realization  that  in  her  existing  tripartite  role,  she  had  ample  opportunity  to 
participate  in  the  mainstream  of  AMEDD  business  and  incorporate  the  agenda  of 
the  Army  Nurse  Corps  into  the  transcending  framework  of  the  AMEDD.24 

Adams’  opportunity  to  command  materialized  in  the  summer  of  1994,  when 
she  became  the  commander  of  the  U.S.  Army  Center  for  Health  Promotion  and 
Preventive  Medicine  at  Edgewood  Arsenal,  Maryland.25  The  function  of  this  new 
command  was  to  integrate  health  promotion  and  preventive  medicine  (a  vital 
component  of  a trained  and  ready  Army)  with  the  existing  environmental  and 
occupational  health  responsibilities  of  the  Army  Environmental  Hygiene  Agency 
that  it  replaced.26  Sullivan  would  not  allow  Adams  to  relocate  to  Edgewood  Arse- 
nal, so  she  commuted  from  the  Washington,  D.C.,  area  one  to  two  days  weekly  to 
do  her  U.S.  Army  Center  for  Health  Promotion  and  Preventive  Medicine  work.27 

Other  changes  related  to  the  major  AMEDD  reorganization  continued  within 
the  Office  of  the  Chief  of  the  Army  Nurse  Corps.  By  1995,  plans  specified  that 
the  chief  of  the  Army  Nurse  Corps  would  no  longer  be  the  assistant  surgeon  gen- 
eral for  nursing  but  instead  become  an  Army  Staff  general  officer.  The  assistant 
chief  of  the  Army  Nurse  Corps  then  became  the  assistant  to  TSG  for  nursing  and 
served  as  the  primary  staff  officer  for  all  Army  nurse  operations  at  the  corporate 
level.  The  Corps  converted  the  Army  Nurse  Corps  management  fellow  position 
into  a nurse  staff  officer  and  eliminated  the  nurse  consultant  position,  along  with 
its  responsibilities  for  multiple  practice  and  patient  care  issues  and  its  interface 
with  the  Department  of  Defense  (DoD)  and  professional  organizations.  The  Army 
Nurse  Corps  decentralized  the  consultant’s  functions  to  other  elements  such  as 
the  Army  Staff,  nursing  subspecialty  consultants,  and  quality  assurance  at  the 
MEDCOM.  Other  OTSG  nurse  staff  officer  positions  transferred  to  the  MACOM, 
AMEDD  C&S,  Personnel  Command,  Forces  Command,  and  the  U.S.  Army  Re- 
cruiting Command.28  Plans  also  called  for  eliminating  the  slots  for  Army  Nurse 
Corps  officers  who  dealt  with  community  health  nursing,  drug  and  alcohol  is- 
sues, coordinated  care,  manpower,  and  quality  assurance  within  OTSG.  The  Army 
Nurse  Corps  procurement  position  consolidated  with  the  U'.S . Army  Recruiting 
Command  at  Fort  Knox,  Kentucky.  The  Nursing  Education  Branch  moved  to  the 
AMEDD  C&S , and  two  Health  Education  and  Training  Division  positions  shifted 
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to  Personnel  Command  in  the  Hoffman  Building  in  Alexandria,  Virginia.29 

Nursing  elements  within  HSC/MEDCOM  also  changed  with  the  Army  sig- 
nificantly reducing  authorizations  and  assignments.  The  new  organization,  the 
MEDCOM,  no  longer  showed  a Nursing  Division.  In  the  spring  of  1994,  Colonel 
Bettye  Simmons  transitioned  from  being  the  chief  of  the  Nursing  Division  into 
the  new  role  of  chief  nurse,  Clinical  Operations  Directorate,  MEDCOM.30  Sev- 
eral other  positions  disappeared  with  the  reorganization  from  HSC  to  MEDCOM. 
The  nurse  staff  officer  and  the  Army  nurses  assigned  to  ambulatory  care  and  the 
inspector  general  positions  vanished  from  the  organizational  chart.31 

The  downsizing  of  the  Army  Nurse  Corps  and  shrinking  health  care  dollar  left 
the  organization  of  a number  of  MTFs  along  with  their  nursing  elements  in  a state 
of  flux.  Departments  of  nursing  at  Moncrief  Army  Community  Hospital  (MACH) 
at  Fort  Jackson,  South  Carolina;  General  Leonard  Wood  Army  Community  Hos- 
pital at  Fort  Leonard  Wood,  Missouri;  Munson  Army  Community  Hospital  at  Fort 
Leavenworth,  Kansas;  Evans  Army  Community  Hospital  at  Fort  Carson,  Colo- 
rado; and  Ireland  Community  Hospital  at  Fort  Knox,  Kentucky,  were  undergoing 
change.32  The  organizational  paradigm  shift  at  MACH,  for  example,  aimed  to  set 
up  a matrix  organization  made  up  of  three  teams  (Medicine,  Nursing,  and  Admin- 
istration) that  would  function  with  organizational  parity  in  a flexible  hierarchy. 

With  this  framework,  HSC  approved  a one-year  pilot  test  beginning  in  May 
1992  for  MACH  to  reorganize  its  Department  of  Nursing.  The  concept  envis- 
aged the  senior  Army  Nurse  Corps  officer  without  the  title  of  chief  nurse  but 
instead  claiming  the  position  of  the  deputy  commander  for  nursing,  which  lat- 
er evolved  into  the  deputy  commander  for  hospital  services,  with  authority  and 
responsibility  for  all  nursing  activities,  all  hospital  education  and  training,  and 
hospital  quality  management.33  The  change  refocused  the  role  of  the  chief  nurse 
from  inward-looking  departmental  parochialism  to  an  orientation  encompassing 
the  entire  command  and  exemplified  the  trend  of  preparing  selected  Army  Nurse 
Corps  officers  for  future  command  and  branch  immaterial  responsibilities.  With 
this  change  came  a metamorphosis  for  the  assistant  chief  nurse  (or  chief,  nursing 
administration,  days),  whose  title  became  chief,  Department  of  Nursing. 

Other  organizational  changes  at  MACH  eliminated  the  chief,  Ambulatory  Care 
Nursing  Service,  and  the  assistant  chief  wardmaster  positions  and  substituted 
the  chief,  nursing  administration  for  evenings  and  nights,  position  with  a newly 
conceptualized  role,  the  senior  charge  nurse  on  evenings  and  nights.  The  senior 
charge  nurse  performed  clinical  duties  on  a nursing  unit  when  not  carrying  out  su- 
pervisory responsibilities,  such  as  resolving  staffing  issues,  providing  staff  relief, 
furnishing  emergency  response,  completing  reports  and  administrative  rounds, 
evaluating  patient  care,  and  resolving  equipment  and  supply  issues. 

MACH  plans  also  consolidated  the  chief  positions  for  Medical  Nursing  and 
Surgical  Nursing,  eliminating  the  role  of  the  special  projects  officer  and  changing 
the  title  of  the  clinical  head  nurse  to  unit  nurse  manager,  which,  it  was  thought, 
more  accurately  portrayed  the  job’s  responsibilities  and  levels  of  accountability. 
MACH  nurses  also  established  a Same  Day  Surgery  Unit  or  Ambulatory  Surgery 
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Unit  that  by  September  1993  accounted  for  54  percent  of  all  surgical  cases.  Six 
nurse  case  managers  were  on  staff  by  September  1993,  and  they  developed  their 
positional  job  descriptions;  collected  workload  data  on  parameters  such  as  cost 
abatement,  length  of  stay,  and  readmissions;  and  created  critical  clinical  pathways 
for  procedures  and  diagnoses  such  as  mastectomy,  prostatectomy,  bowel  resec- 
tion, reactive  airway  disease,  and  chest  pain. 

All  the  nursing  staff  practicing  in  the  ambulatory  setting  were  realigned  from 
the  Department  of  Nursing  to  positions  under  the  chiefs  of  the  departments  un- 
der which  they  served— Medicine,  Surgery,  or  Primary  Care.  Originators  of  the 
plan  expected  this  change  would  enhance  accountability,  better  define  leadership 
responsibilities,  and  facilitate  the  implementation  of  coordinated  care.  It  placed 
physicians  in  the  nurses’  rating  chains,  however,  creating  a need  to  educate  the 
Medical  Corps  officers  about  performance  evaluation  procedures  and  priorities. 
Furthermore,  it  violated  the  long-standing  principle  that  only  a senior  Army  Nurse 
Corps  officer  should  evaluate  nurses’  performance. 

To  evaluate  the  efficacy  of  the  reorganization,  the  staff  at  MACH  scrutinized 
productivity  measures,  including  workload,  cost,  contract,  and  overtime  data. 
It  also  considered  risk  management  variables  such  as  patient  falls  and  medica- 
tion errors.  Findings  revealed  that  personnel  utilization  was  more  consistent  with 
workload  and  acuity  demands.  Moreover,  many  administrative  nursing  positions 
shifted  to  the  hands-on  clinical  area.  The  architects  of  the  plan  viewed  this  flatten- 
ing of  the  hierarchy  as  an  auspicious  change,  but  in  fact,  little  improvement  oc- 
curred in  operating  costs,  and  the  manpower  requirements  remained  unchanged. 
Similarly,  numbers  of  unusual  occurrences  and  patient  complaints/concems  re- 
mained relatively  stable.34 

The  team  that  implemented  the  restructuring  saw  the  benefits  of  the  new  con- 
figuration in  improved  access  to  care,  better  staff  development,  more  efficient 
management  of  patient  care,  the  integration  of  Army  nurses  into  multidisciplinary 
leadership  roles,  and  more  efficient  actualization  of  case  management.  They  iden- 
tified lessons  learned,  including  the  need  to  implement  the  new  structure  in  a 
series  of  carefully  considered  steps,  evaluate  outcomes  sequentially  before  imple- 
menting further  change,  and  mitigate  title  confusion.35 

When  Major  General  Richard  Cameron,  the  commander  of  HSC,  deputized  the 
HSC  Inspector  General  Team  to  evaluate  the  ongoing  reorganization  in  MTFs— 
all  based  on  patterns  similar  to  MACH— their  study  uncovered  similar  pitfalls. 
The  team  found  less-than-ideal  communication  patterns  throughout  the  systems 
that  caused  “a  high  level  of  patient  misunderstanding  and  staff  aggravation.” 
Cameron  added  that  the  absence  of  precedents  for  transformations  intensified  dif- 
ficulties encountered  in  integrating  the  changes,  as  planners  were  navigating  pre- 
viously uncharted  waters.  Resistance  to  change  was  significant  and  the  temptation 
to  continue  business  as  usual  was  widespread.  Nonetheless,  the  accrued  benefits 
seemed  to  outweigh  the  attendant  problems.  Cameron  concluded  that  the  overall 
advantages  of  the  restructuring  were  twofold,  specifically  an  expanded  patient 
focus  and  a greater  empowerment  of  those  who  delivered  patient  care.36 
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The  senior  leaders  of  the  Army  Nurse  Corps  expressed  reservations  about  the 
remodeling  of  departments  of  nursing  within  certain  MTFs’  organizational  struc- 
tures as  well.  Adams  echoed  the  thoughts  of  a visionary.  Dr.  Tim  Porter-CT Grady, 
who  predicted  that  nursing  would  not  survive  as  a profession  if  its  members  did 
not  soon  publicly  acknowledge  and  more  authentically  convey  nursing  values.37 
Adams  reiterated  his  misgivings,  emphasizing  that,  with  the  new  organizational 
configurations,  nurse  leaders  may  have  abdicated  their  allegiance  and  obligations 
to  professional  nursing  to  gain  new,  more  impressive  titles  and  widen  the  scope 
of  their  management  duties.  As  a consequence,  she  cautioned,  patient  care  could 
suffer.  Adams  warned  that  nurses  should  function  as  nurses  and  the  patient  care 
role  should  trump  organizational  roles.  Colonel  Terris  Kennedy  also  succinctly 
advanced  a parallel  notion,  remarking  that  Army  nurses  must  not  lose  sight  of 
what  it  is  they  do  and  who  they  are. 

Doubtless  referring  to  the  notion  of  assigning  nurses  working  in  the  ambulatory 
environment  to  the  aegis  of  medical  departments,  Adams  reaffirmed  her  stance 
that  the  medical  model  was  not  an  appropriate  paradigm  to  guide  nursing  practice 
and  patient  care  responsibilities  and  reasoned  that  the  traditional  “nursing  struc- 
ture should  not  be  replaced  and  subsumed  by  a medical  organization  (e.g.,  pediat- 
ric service,  medical  team,  surgical  team,  etc.).”38  Within  a few  years,  however,  this 
concept  of  aligning  multidisciplinary  teams  along  product  lines  that  transcended 
the  boundaries  of  inpatient  and  ambulatory  settings  of  the  organization  became  an 
accepted  norm  throughout  the  AMEDD.39  A key  difference  with  the  product  line 
model  was  that  it  provided  nurses  with  the  opportunity  to  be  in  charge,  in  con- 
trast to  multidisciplinary  teams  who  previously  had  assumed  the  physician  was  in 
charge.40  Similar  patterns  of  change,  revamping,  and  reorganization  also  surfaced 
in  the  civilian  practice  realms. 

Despite  rapid  and  sometimes  chaotic  change,  the  shift  of  patient  workload  from 
the  inpatient  to  the  ambulatory  setting,  the  substantial  cuts  in  numbers  of  nurses, 
and  the  painfully  tightened  fiscal  resources.  Army  Nurse  Corps  officers  found  cre- 
ative solutions  to  unprecedented  challenges  in  whatever  setting  they  practiced. 

In  a 1994  study  that  looked  at  the  utilization  of  registered  nurses  in  the  ambu- 
latory setting,  investigators  Colonel  Carol  Reineck,  Lieutenant  Colonel  Donna 
Wright,  and  Captain  Sheila  Jones  found  that  the  nurses  they  polled  were  fulfill- 
ing some  17  roles,  predominantly  nontraditional  for  the  AMEDD,  at  10  selected 
MTFs.  The  most  frequently  cited  positions  were  in  the  workplace  setting  of  the 
Same  Day  Surgery  Unit  and  Pre-Admission  Unit.  Other  commonly  reported  roles 
among  the  17,  some  unprecedented,  some  long-established,  were  as  clinical  case 
managers,  coordinated  care  nurse,  health  care  advisor,  automation  nurse,  patient 
educator,  and  nurse  researcher.  A few  nurses  also  were  serving  as  project  officers 
for  new  hospital  construction,  Joint  Commission  for  the  Accreditation  of  Health- 
care Organizations  preparation,  with  the  Composite  Health  Care  System,  as  a bed 
control  manager  or  a third-party  collection  agent.41  These  nurses  were  fulfilling 
progressive  roles  in  a variety  of  cutting-edge  programs.  Their  assignments  were 
another  expression  of  the  expanding  boundaries  that  defined  nursing,  and  they 
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served  as  leadership  development  activities  and  preparation  for  future  branch  im- 
material roles. 

Around  the  same  time,  as  the  locus  of  care  shifted  from  the  acute  facility  to  the 
ambulatory  setting,  the  Army  Nurse  Corps  initiated  a Primary  Care  Demonstra- 
tion Project  to  support  health  care  delivery  and  to  pinpoint  the  Army  Nurse  Corps 
personnel  requirements  needed  for  the  approaching  transformations  expected  to 
emerge  with  the  new  AMEDD  health  care  delivery  model.  The  program  featured 
a redistribution  of  Army  nurses  from  inpatient  to  outpatient  roles,  thereby  pre- 
serving Army  Nurse  Corps  authorizations  that  had  been  predicted  to  disappear 
with  the  anticipated  dwindling  numbers  of  hospitalized  patients.  Primary  care 
teams  comprising  a primary  care  physician  and  a nurse  practitioner  or  physician 
assistant  would  meet  the  expected  increased  demand  for  primary  health  care  at 
selected  installations,  such  as  Fort  Belvoir,  Virginia;  Fort  Bragg,  North  Caroli- 
na; and  Fort  Fewis,  Washington.42  A subsidiary  study  in  part  justified  the  new 
model,  concluding  that  the  physician,  nurse  practitioner,  or  physician  assistant 
provider  team  combination  was  efficient.  The  investigation  also  revealed  that  all 
three  categories  of  providers  merged  into  an  effective  team  capable  of  providing 
quality  adult,  non-obstetrical  primary  care.  Patient  outcomes  were  not  adversely 
affected.  Moreover,  the  model’s  use  of  lower-priced  nurse  practitioners  and  phy- 
sician assistants  cut  expenses  and  was  more  cost  effective  when  compared  with 
an  all-physician-provider  arrangement.43  Army  Nurse  Corps  leaders  judged  that 
the  use  of  a multidisciplinary  primary  care  team  resulted  in  better  patient  access 
to  services,  greater  cost  efficiency,  preservation  of  quality  care,  and  improved 
patient  satisfaction.44 

In  1989,  the  Department  of  Nursing  at  Tripler  Army  Medical  Center  (TAMC) 
in  Honolulu,  Hawaii,  proposed  a novel  demonstration  program  and  subsequently 
secured  a total  of  $7.5  million  in  congressional  appropriations  for  fiscal  years 
1990  to  1995  to  underwrite  what  was  termed  the  Nursing  Productivity  Study.  The 
study’s  purpose  was  to  test  the  belief  that  the  augmentation  of  nursing  staff  with 
ancillary  personnel  would  result  in  improved  nursing  productivity  and  job  satis- 
faction and  ultimately  would  enhance  patient  care.  The  proposal  called  for  hiring 
escorts/couriers,  custodial  workers,  supply  clerks,  ward  clerks,  dietary  aides,  and 
phlebotomists  to  do  non-nursing  tasks  previously  performed  by  nurses  and,  in 
theory,  increase  the  amount  of  time  professional  nurses  spend  with  patients. 

Numerous  difficulties  and  unanticipated  variables  plagued  the  study  from  its  in- 
ception. Staff  turbulence  during  Operation  Desert  Shield/Operation  Desert  Storm 
interfered  with  the  progress  of  the  study.  A DoD  hiring  freeze  thwarted  the  planned 
employment  of  ancillary  staff.  The  simultaneous  introduction  of  the  Composite 
Health  Care  System,  an  automated  patient  health  data  system,  at  TAMC  skewed 
the  findings.  With  time,  the  researchers  identified  basic  flaws  in  the  study  design. 
As  the  study  progressed,  the  investigators  consequently  revamped  the  methodol- 
ogy, outcome  variables,  and  study  sample  to  improve  the  project’s  scientific  merit 
and  organizational  relevance.  All  these  circumstances  profoundly  invalidated  the 
study  outcomes. 
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The  addition  of  the  ancillary  workers,  however,  did  demonstrate  that  nurses 
had  more  time  available  to  spend  in  direct  contact  with  patients.  A January  1990 
pre-investigation  baseline  tabulated  nurses  spending  62.2  percent  of  their  time 
with  patients.  By  January  1991,  with  the  supplementation  of  ancillary  workers, 
that  statistic  increased  to  75.5  percent.  When  the  study  concluded  in  1995,  nurses’ 
contact  time  with  patients  had  increased  by  some  12  percent.45 

Another  TAMC  endeavor  with  more  favorable  outcomes  was  the  Ambulatory 
Care  Clinic,  later  called  the  Specialized  Nursing  Care  Center.  Among  the  first 
of  its  kind  in  the  military  health  care  system,  the  Ambulatory  Care  Clinic  was 
established  in  1991  as  a multidisciplinary-staffed,  nurse-managed  unit  that  of- 
fered an  alternative  for  selected  patients  who  formerly  would  have  required  a 
hospital  admission.  The  Ambulatory  Care  Clinic  had  virtually  no  patient  wait- 
ing time  and  operated  beyond  normal  duty  hours  seven  days  a week,  making 
it  convenient  for  patient  access  after  work  or  school.  It  offered  services  on  an 
outpatient  basis  that  had  previously  been  restricted  to  an  inpatient  venue,  such  as 
hydration,  blood  transfusions,  chemotherapy,  antibiotics  administration,  wound 
care,  dressing  changes,  patient  education,  observation  after  selected  procedures, 
and  Pain  Clinic  support.46  The  clinic  avoided  more  than  900  expensive  inpatient 
bed  days  and  served  approximately  600  patients  each  month  in  1994.  The  next 
year,  the  Specialized  Nursing  Care  Center  was  supporting  more  than  650  patients 
monthly,  with  bed  costs  of  $2.7  million  averted  that  year.  The  Specialized  Nursing 
Care  Center  recaptured  $36,000  in  health  insurance  reimbursements  from  civil- 
ian third-party  payers  during  fiscal  year  1995.  This  cost-effective,  collaborative, 
customer-oriented  effort  resulted  in  better  quality  care  and  enhanced  patient  and 
staff  satisfaction.47 

The  TAMC  Pre-Admission  Unit  (PAU)  was  another  cost-sparing,  quality- 
enhancing, access-improving,  nurse-managed  initiative  that  opened  its  doors  in 
1992  as  a collaborative  effort  of  the  TAMC  departments  of  Nursing  and  Surgery. 
It  had  three  components.  The  first,  the  preadmission  multidisciplinary  conference, 
screened  all  potential  PAU  patients  and  coordinated  all  pre-operative  documen- 
tation and  diagnostic  procedures  for  all  preadmission  surgical  patients  with  a 
one-stop  customer  service  approach.  The  second,  the  Ambulatory  Surgery  Center 
(ASC),  eliminated  the  need  for  hospitalization  before  and  after  minor  surgery.  Pa- 
tients who  took  advantage  of  this  service  reported  to  the  ASC  on  the  day  of  their 
procedure,  subsequently  went  to  the  operating  and  recovery  rooms,  then  returned 
to  the  ASC  for  a further  brief  recovery  period,  and  finally  went  home  with  an  es- 
cort, all  on  the  same  day.  The  ASC  saved  a minimum  of  two  occupied  bed  days, 
the  pre-  and  post-operative  days.  The  Same  Day  Admission  Unit  was  the  third 
component  of  the  PAU.  Planners  designed  it  for  patients  who  could  be  admitted 
on  the  day  of  surgery  but  required  post-operative  hospitalization.  These  patients 
were  admitted  to  the  Same  Day  Admission  Unit  and  went  that  same  day  to  the  op- 
erating and  the  recovery  rooms.  Once  cleared  from  the  recovery  room,  they  spent 
the  requisite  time  on  the  inpatient  nursing  unit  and  at  least  one  day  later  were 
discharged  home.  This  option  saved  one  occupied  bed  day,  the  day  before  surgery. 


Revamping  the  Medical  Department  and  Army  Nursing  373 


The  PAU’s  nursing  staff  made  post-operative  follow-up  contact  by  telephone  with 
98  percent  of  all  patients  who  participated  in  the  PAU’s  programs,  completing  the 
care  cycle  and  contributing  to  a trouble-free  convalescence. 

The  PAU  exerted  a positive  effect  on  staff  and  patient  satisfaction.  Of  all  pa- 
tients scheduled  for  surgical  procedures  at  TAMC,  84  percent  used  some  aspect 
of  PAU  services.  The  PAU  also  reduced  waiting  time  for  surgery  by  55  percent, 
resulting  in  improved  patient  satisfaction  and  better  access  to  care.  The  PAU’s 
efficiency  meant  fewer  cancellations  of  surgical  procedures  as  a result  of  patient 
noncompliance.  The  PAU  netted  an  impressive  cost  avoidance  of  more  than  $18 
million  in  its  first  30  months  of  operation.48 

In  1991 , the  command  group  at  Bassett  Army  Community  Hospital  (BACH)  at 
Fort  Wain wright,  Alaska,  inaugurated  a Certified  Nurse  Midwives  Service.  The 
Army  Nurse  Corps  promptly  assigned  two  Certified  Nurse  Midwives  (CNMWs) 
to  BACH.  These  two  officers  provided  nearly  all  routine  antenatal  and  postpartum 
care,  presided  over  approximately  50  percent  of  normal  labor  and  delivery  cases, 
and  served  as  first  assistants  at  caesarean  sections.  They  established  a well-wom- 
an  clinic  that  met  during  evening  hours  and  set  up  a nurse-led  perinatal  bereave- 
ment support  group  to  provide  counseling  and  follow-up  care  for  patients  and 
families  who  experienced  the  devastation  of  pregnancy  loss.  With  this  compre- 
hensive level  of  support,  medical  officers  were  free  to  offer  specialty  consultation 
and  concentrate  on  complex  gynecological  surgery.  These  measures  resulted  in 
significant  paring  of  costs,  expanded  access  to  care,  and  enhanced  quality  of  care. 
Annual  cost  avoidance  generated  by  the  Certified  Nurse  Midwives  Service,  for 
example,  totaled  $800,000.  Surveys  confirmed  that  the  increased  patient  satisfac- 
tion was  attributable  to  the  care  provided  by  CNMWs  at  BACH.  Among  other 
benefits  accrued  from  the  introduction  of  CNMWs  at  BACH  was  the  improved 
level  of  matemal/child  health  in  Alaska.  The  CNMWs  sponsored  and  presented 
lectures  for  annual  conferences  in  the  community’s  civilian  hospital  and  in  a state- 
wide midwifery  conference.  They  provided  obstetrical  instruction  in  the  interior 
of  Alaska  and  furnished  clinical  mentoring  for  nurse  midwifery  students  enrolled 
in  an  educational  program  affiliated  with  the  Frontier  Nursing  Service  and  Case 
Western  Reserve  University.49  The  introduction  of  CNMWs  at  BACH  was  a note- 
worthy contribution  not  only  to  the  welfare  of  the  command’s  beneficiaries  but 
also  for  prenatal  health  across  the  state. 

The  CNMWs  and  Women’s  Health  Nurse  Practitioners  (WHNPs)  at  Blanch- 
field  Army  Community  Hospital  answered  the  call  to  broaden  their  existing  range 
of  ambulatory  services  by  expanding  their  practice  at  Fort  Campbell,  Kentucky. 
They  used  two  approaches,  the  Daily  Walk-In  Clinic  and  its  subsidiary,  the  Ac- 
tive Duty  Pap  Program,  to  achieve  their  objectives.  Each  duty  day,  one  assigned 
CNMW  or  WHNP  conducted  the  Daily  Walk-In  Clinic  and  provided  care  for 
about  15  to  20  prenatal  or  postnatal  patients  with  various  health  needs  involving 
urinary,  respiratory,  neurological,  musculoskeletal,  or  gastrointestinal  problems, 
or  other  issues  associated  with  pregnancy,  and  that  needed  to  be  addressed  before 
the  patient’s  next  routine  obstretrics/gynecology  appointment.  As  patients  arrived 
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at  the  clinic,  receptionists  inserted  their  charts  in  a box  affixed  to  the  nurse’s  door. 
On  a very  busy  day,  when  many  patients  came  to  the  clinic  and  the  chart  box  was 
full,  records  were  piled  on  a cart  outside  the  nurse’s  door.  This  state  of  affairs 
became  known  as  the  “cart  sign”  and  was  the  signal  for  all  available  CNMWs 
and  WHNPs  to  assist  with  patients.  One  of  the  CNMWs  noted  that  the  positive 
spirit  of  teamwork  unified  the  staff  and  improved  the  morale  of  both  staff  and 
patients.  The  Daily  Walk-In  Clinic  also  eased  the  workload  in  the  hospital  emer- 
gency department  and  provided  patients  with  a more  appropriate  venue  for  deal- 
ing with  their  health  concerns.  The  Active  Duty  Pap  Program  was  another  feature 
of  the  Daily  Walk-In  Clinic.  Every  active  duty  female  soldier  signing  into  Fort 
Campbell  processed  through  a specified  Troop  Medical  Clinic.  One  aspect  of  the 
process  was  a health  record  screen  to  verify  the  existence  of  a normal  Pap  smear 
within  the  past  six  months.  If  the  soldier  had  no  such  documentation,  the  Troop 
Medical  Clinic  personnel  referred  the  female  soldier  to  the  Daily  Walk-In  Clinic 
for  assessment.  This  type  of  referral  also  provided  the  CNMW  or  WHNP  with  a 
timely  opportunity  to  offer  the  female  soldiers  health  education  on  contraception, 
disease  prevention,  and  health  promotion.50 

Military  nurses  assigned  to  Landstuhl  Regional  Medical  Center  in  Landstuhl, 
Germany,  launched  several  innovations  to  improve  quality  of  care,  facilitate  opti- 
mal functioning  despite  a more  stringent  budget,  and  expand  access  to  care.  They 
established  a voluntary  Mother/Baby  Early  Discharge  Program  in  January  1995 
that  usually  allowed  the  earlier  hospital  discharge  of  41  percent  of  all  patients 
from  24  to  48  hours  after  delivery.  An  Air  Force  nurse  who  was  a perinatal  clini- 
cal nurse  specialist  served  as  this  program’s  case  manager  and  educated  expectant 
mothers,  beginning  at  34  weeks  of  gestation,  on  infant  and  postpartum  care.  This 
anticipatory  guidance  better  prepared  expectant  families  for  impending  labor  and 
delivery  and  approaching  parenthood.  It  doubtless  eased  prenatal  fears  and  anxi- 
ety. The  case  manager  routinely  contacted  new  mothers  one  day  after  discharge 
to  answer  queries,  gauge  the  family’s  state  of  well-being,  and  coordinate  a pedi- 
atric follow-up  for  the  infant  at  three  days  of  age.  Program  evaluations  revealed 
that  the  staff  liked  the  concept,  patient  satisfaction  exceeded  99  percent,  and  the 
small  number  of  infant  readmissions  and  emergency  department  visits  affirmed 
the  protocol’s  success.  After  a year,  the  program’s  estimated  savings  generated  by 
reduced  inpatient  bed  costs  approached  $750,000. 

The  Landstuhl  nurses  also  began  a Preadmission  Clinic  in  January  1995.  The 
clinic’s  two  staff  nurses  and  four  paraprofessionals  completed  all  preliminary 
diagnostic  work  required  for  patients  scheduled  for  surgery,  implemented  pre- 
operative teaching,  and  processed  patients  for  admission  through  the  Patient 
Administration  Division.  Nurse  anesthetists  also  completed  their  pre-operative 
assessments  in  this  setting.  In  its  first  year  of  operation,  the  Preadmission  Clinic 
served  3,264  patients  and  avoided  the  expenditure  of  almost  $4.4  million.51 

Nurses  serving  in  the  Walter  Reed  Health  Care  System  implemented  innovative 
approaches  in  response  to  changing  circumstances.52  They  opened  an  Ambula- 
tory Procedure  and  Processing  Center  in  January  1996  that  provided  preadmis- 
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sion  services,  day  of  surgery  in-processing,  and  short-term  recovery  from  con- 
scious sedation.  The  Ambulatory  Procedure  and  Processing  Center  coordinated 
with  18  in-house  and  two  outlying  clinics.  By  July  1997,  Kimbrough  Ambulatory 
Care  Center  at  Fort  Meade,  Maryland,  became  the  product  line  manager  for  same 
day  surgeries  in  the  Walter  Reed  Health  Care  System.  The  staff  at  Kimbrough 
Ambulatory  Care  Center  streamlined  the  admission  process;  coordinated  with 
pharmacy,  laboratory,  radiology  and  PAD  services;  cross-trained  nursing  person- 
nel to  improve  effectiveness;  simplified  documentation;  and  developed  a system 
for  patient  follow-up.  Surgeons  and  staff  members  were  highly  satisfied  with  the 
program  and,  more  important,  patients  rated  the  care  they  received  as  efficient, 
personalized,  professional,  and  caring. 

The  Walter  Reed  Army  Medical  Center  (WRAMC)  nurses  also  established  a 
Limb  Preservation  Clinic  to  aid  patients  with  peripheral  vascular  disease  or  other 
conditions  that  threatened  their  extremities’  viability.  Based  in  part  on  the  prem- 
ise that  reducing  hospitalizations  saved  on  operating  costs,  the  clinic  staff  aimed 
to  preserve  the  health  of  this  population,  maintain  them  as  outpatients,  and  de- 
crease the  likelihood  of  complications  that  could  lead  to  amputation.  The  goal 
of  the  resourceful,  nurse-run  Well  Watch  Clinic  at  WRAMC  was  to  improve  the 
accessibility  of  health  services  and  to  encourage  cost  avoidance  through  patient 
education  and  early  detection  of  disease.  The  clinic  furnished  preventive  health 
and  clinical  services  such  as  patient’s  immunization  review,  health  risk  appraisal, 
health  counseling  by  nurses,  and  self-help  resources.53 

At  Madigan  Army  Medical  Center  (MAMC)  in  Tacoma,  Washington,  nurses 
played  key  roles  in  a unique,  collaborative,  interdisciplinary  approach  that  cen- 
tered around  the  patient  rather  than  on  the  provider  of  services.  This  perspective 
led  to  improved  patient  outcomes  and  decreased  costs  by  avoiding  hospitaliza- 
tions. MAMC  Dialysis  Unit  physicians,  nurses,  and  technicians  offered  an  out- 
patient infusion  service,  administering  blood  products,  antibiotics,  and  selected 
other  medications  to  other  than  dialysis  patients  who  in  the  past  would  have  re- 
quired hospital  admission. 

In  another  model  endeavor,  a nurse  practitioner  had  charge  of  the  multidisci- 
plinary MAMC  Congestive  Heart  Failure  Clinic.  This  clinic  focused  on  about  35 
high-risk  Congestive  Heart  Failure  patients,  all  of  whom  had  a history  of  repeated 
admissions  with  heart  failure.  Jennings,  the  MAMC  assistant  chief  nurse,  reported 
that— as  a result  of  the  clinic’s  aggressive  approach— the  patients’  health  status 
and  quality  of  life  were  significantly  improved  and  hospitalizations  prevented.54 

In  the  summer  of  1997,  nurse  practitioners  assigned  to  General  Leonard  Wood 
Army  Community  Hospital  at  Fort  Leonard  Wood,  Missouri,  established  and 
managed  a Health  Promotion  Clinic.  Two  nurse  practitioners,  a pharmacist,  and 
a dietician  managed  a group  of  patients  with  diagnoses  like  diabetes,  hyperten- 
sion, or  hyperlipidemia,  and  others  on  anticoagulant  therapy.  The  generous  ap- 
pointment time  of  30  to  45  minutes  furnished  the  staff  with  the  opportunity  to 
reduce  the  complications  resulting  from  these  conditions.  In  its  first  six  months 
of  operation,  the  clinic  cared  for  about  300  patients.  Annually  reviewed  protocols 
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guided  the  staff’s  practice,  while  a medical  officer  reviewed  about  10  percent  of 
all  charts  for  quality  assurance.  The  Health  Promotion  Clinic  was  a subunit  of  the 
Health  Promotion  Center,  an  educational/marketing  endeavor  that  offered  classes 
and  services  on  a variety  of  health  issues  such  as  self-care,  stress  management, 
smoking  cessation,  weight  management,  and  back  pain.55  These  strategies  were 
an  expression  of  the  Army’s  emphasis  on  preventing  disease  and  promoting  health, 
designing  initiatives  to  enhance  quality  of  life,  improving  readiness,  and  saving 
fiscal  and  personnel  resources. 

In  the  early  1990s,  the  AMEDD  encouraged  multidisciplinary  clinical  case 
management  in  MTFs  to  support  the  provision  of  cost-effective,  quality  care.  In 
the  clinical  aspect  of  managed  care,  nurse  case  managers  dealt  with  high-risk, 
high-volume,  or  high-cost  groups  of  patients  to  achieve  optimal  outcomes.  The 
clinical  case  managers  devised  critical  pathways  (protocols  with  timelines  or 
yardsticks  to  measure  patient  progress)  that  delineated  intermediate  goals  for  pa- 
tients whose  course  of  recovery  was  predictable.  The  critical  pathway  outlined 
steps  as  the  patient  progressed  from  a certain  condition,  procedure,  or  diagno- 
sis along  the  road  to  regaining  health  and  the  best  possible  function.  Variance 
analysis  was  another  component  of  the  AMEDD ’s  clinical  case  management.  This 
process  involved  identifying  patients  who  failed  to  meet  recuperation  goals  at  pre- 
dicted times  and  were  possible  candidates  for  individual  case  management.  Case 
managers  used  this  rigorous  approach  when  a patient’s  course  was  unpredictable 
and  complicated.  An  expert  nurse  case  manager  worked  with  other  health  care 
team  members,  the  patient,  and/or  the  family  to  assess,  educate,  plan,  coordinate, 
and  often  deliver  suitable  care  across  the  care  continuum  from  hospitalization  to 
ambulatory,  outpatient  status.  Often  the  case  manager  made  referrals  when  the 
patient  relocated.  The  final  phase  of  clinical  case  management  evaluated  prede- 
termined goals  such  as  better  patient  outcomes,  improved  quality,  wider  access, 
and/or  reduced  costs.56 

By  1997,  at  least  nine  MTFs  were  actively  using  case  management  for  high  vol- 
ume or  long  length-of-stay  patients  to  avoid  repeated  hospitalizations  and  to  con- 
tain costs.  Their  achievements  were  impressive.  At  Walter  Reed  Army  Medical 
Center  (WRAMC),  the  case  management  of  four  conditions,  including  percutane- 
ous cardiovascular  procedures,  circulatory  disorders,  back  and  neck  procedures, 
and  medical  back  problems,  led  to  $800,000  in  cost  avoidance  by  reducing  bed 
days  and  disposition  rates.  At  Keller  Army  Community  Hospital  at  the  U.S.  Mili- 
tary Academy  at  West  Point,  New  York,  case  management  netted  $12,000  in  cost 
savings  and  $22,000  in  cost  avoidance.  Both  the  WRAMC  and  the  Keller  Army 
Community  Hospital  cost  avoidance  strategies  took  place  from  1995  through 
1997.  Of  greater  significance,  however,  were  its  other  benefits.  Patients  enthusi- 
astically endorsed  the  case  management  system  and  reported  fewer  complications 
as  the  intensity  of  required  services  plummeted.57 

A new  concept  in  the  1990s,  telenursing  was  a convenient  system  that  relied 
on  two-way  video  technology.  A personal  computer  and  a camera  in  the  patient’s 
home  allowed  the  nurse  to  both  see  and  communicate  with  a patient  without  the 
nurse’s  leaving  the  health  provider’s  office.  Telenursing  facilitated  greater  patient 
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access  to  health  care,  with  features  such  as  network  chat,  e-mail  capability,  and  In- 
ternet access,  as  well  as  the  visual/audio  visits  on  24-hour  basis.  In  Hawaii,  com- 
munity health  nurses  at  TAMC  used  the  technology  to  decrease  the  potential  for 
child  abuse  and  neglect  in  combination  with  the  DoD  sponsored  program,  A Solid 
Parenting  Experience  Through  Community  Teaching  and  Support  (ASPECTS). 
Telenursing  augmented  the  existing  ASPECTS  Army  Community  Health  Nurse 
home  visitation  program  by  adding  two  additional  telehealth  visits  each  month. 
Simultaneously,  the  program  staff  implemented  a research  project  to  measure  the 
effects  of  the  intervention.  The  study  verified  that  the  one-on-one  support  and 
surveillance  provided  by  the  ASPECTS  and  telenursing  programs  reduced  the 
incidence  of  child  maltreatment  within  the  targeted  high-risk  population.  The  in- 
tervention also  significantly  increased  new  mothers’  ego  strengths  and  decreased 
their  feelings  of  loneliness,  rigidity,  and  unhappiness.  It  also  reduced  family  prob- 
lems. Other  serendipitous  outcomes  were  an  increase  in  immunization  rates,  more 
appropriate  access  of  services,  and  more  patient  interest  and  input  into  personal 
health  care  decisions.58 

Nurses  at  Eisenhower  Army  Medical  Center  at  Fort  Gordon,  Georgia,  estab- 
lished a similar  program.  They  relied  on  a comparable  interactive  network  to  as- 
sess patients  who  were  at  high  risk  for  post-hospitalization  complications  and 
subsequent  readmission  to  the  hospital.  In  its  first  year,  the  program  made  more 
than  200  telenursing  visits  to  more  than  two  dozen  patients.  DoD,  the  Medical 
College  of  Georgia,  Eisenhower  Army  Medical  Center,  and  the  Georgia  Institute 
of  Technology  funded  the  endeavor.59  Both  programs  saved  a significant  amount 
of  staff  time  and  spared  health  care  funding  while  they  notably  improved  patient 
outcomes.  The  use  of  telenursing  technology  spread  to  other  MTFs. 

Although  not  totally  unprecedented,  the  joint  staffing  of  a single  MTF  with 
multiservice  personnel  had  been  a rare  event.  In  the  1990s,  however,  as  military 
installations  closed  or  realigned  and  DoD’s  managed  care  program,  TRICARE, 
became  the  prevailing  delivery  model,  the  Assistant  Secretary  of  Defense  (Health 
Affairs)  Stephen  C.  Joseph  ordered  the  pooling  of  personnel  resources  in  settings 
where  two  or  more  military  services  were  closely  situated.60 

DoD  previously  implemented  interservice  collaboration  in  health  care  facili- 
ties at  Fort  Dix,  New  Jersey;  and  Charleston,  South  Carolina;  and,  according  to 
Joseph,  these  first  illustrations  of  joint  operations  set  an  example  and  furnished 
the  services  with  the  chance  to  grow  and  interact  with  other  service  personnel  to 
improve  health  care  delivery  in  those  locales.61  By  1995,  the  shared  personnel 
initiatives  had  spread  to  TAMC,  where  Army,  Air  Force,  and  Navy  nurses  all  had 
staffing  responsibilities.  TAMC  also  integrated  Veterans  Administration  (VA)  pa- 
tients into  its  care  network,  allocating  10  of  its  15  psychiatric  beds  to  VA  patients. 
The  VA  also  built  and  began  operation  of  an  ambulatory  care  center,  administra- 
tive offices,  a parking  garage,  and  a long-term  care  facility  on  the  TAMC  grounds. 
In  1997,  the  VA  paid  TAMC  $9.5  million  for  space  and  services  rendered.  With 
the  partnership,  VA  patients  enjoyed  greater  access  to  care,  and  both  TAMC  and 
the  VA  profited  as  a result  of  the  greater  education  and  research  opportunities.62 

Certain  aspects  of  military  health  care  in  the  NCR  also  became  joint  efforts. 
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In  1993,  Assistant  Secretary  of  Defense  (Health  Affairs)  Edward  Martin  issued  a 
memo  instructing  all  MTFs  in  the  NCR  to  integrate  their  Graduate  Medical  Edu- 
cation and  specialty  services  and  eliminate  duplication  of  programs.  As  a result, 
the  National  Capital  Military  Medical  Education  Consortium  formed  to  make  and 
implement  plans.  It  recommended  that  the  NNMC  in  Bethesda,  Maryland,  take 
on  the  area’s  military  maternal-child  mission  with  joint  Navy  and  Army  staffing. 
In  a complementary  move,  WRAMC  was  to  employ  a joint  Army  /Navy  staff  to 
care  for  hospitalized  adult  psychiatric  patients,  while  the  Malcolm  Grow  Medi- 
cal Center  at  Andrews  Air  Force  Base  was  to  accept  the  Alcohol  and  Drug  Abuse 
Prevention  and  Control  Program  mission.  The  various  MTFs  implemented  these 
recommendations.  For  a while,  the  NNMC  operated  an  adolescent  psychiatric 
unit  but  it  proved  to  be  cost  prohibitive  and  Navy  officials  closed  the  program. 

There  were  adjustment  issues  with  the  integration,  many  of  which  stemmed 
from  the  cultural  and  organizational  differences  that  existed  among  the  services. 
For  instance,  when  mobilizing,  the  Navy  Medical  Department  traditionally  elimi- 
nated peacetime  health  care  services  to  family  members  and  retirees  completely 
and  referred  all  such  patients  to  civilian  sources  of  care,  while  the  AMEDD  con- 
tinued to  carry  out  both  their  peacetime  and  wartime  missions  with  virtually  no 
interruption.  Also  unlike  the  Army,  the  Navy  did  not  have  military  companies  for 
command  and  control  of  military  members.  The  Navy  instead  decentralized  this 
function  in  many  instances  to  the  head  nurses  who  also  had  Uniform  Code  of 
Military  Justice  or  disciplinary  authority  over  their  enlisted  corpsmen.  Another 
wrinkle  to  be  ironed  out  focused  on  psychiatric  practice.  Unlike  the  Army,  the 
Navy  allowed  nonlicensed  providers  of  psychiatric  nursing  care  to  administer 
medications  to  psychiatric  patients.63  Further  points  of  dissention  had  to  do  with 
issues  such  as  career  progression,  leadership  roles,  rating  schemes,  staffing  ratios 
and  mix,  policies,  procedures  and  standard  operating  procedures,  proof  of  compe- 
tency, job  descriptions,  and  educational  variances.64 

When  it  first  appeared  that  the  NCR  integration  actually  would  go  forward, 
Colonel  Janet  R.  Southby  and  Captain  Carol  Carney,  the  respective  chief  nurses  of 
WRAMC  and  NNMC,  met  with  the  involved  commanders,  Major  General  Ronald 
Blanck  and  Rear  Admiral  Richard  Ridenour.  After  they  discussed  the  prospective 
merger  extensively,  Blanck  stretched  across  the  conference  table  and  whispered  to 
Southby,  “make  it  happen”  and,  Southby  recalled,  “so  we  did.”  She  confirmed  that 
a cooperative  spirit  was  somewhat  lacking  initially  at  the  grassroots  level  among 
participating  Army  and  Navy  nurses.  Differences  focused  on  personnel  issues 
such  as  “creative  counting  of  workload  and  comments  about  safe  nursing  levels.” 
But  soon  the  participants  transcended  these  disagreements  and  reached  consensus 
about  important  matters.  Southby  ascribed  the  success  of  the  implementation  to 
the  fact  that  she,  Carney,  and  Colonel  Joellen  de  Berg,  chief  nurse  of  Malcolm 
Grow,  met  regularly  and  communicated  openly.  Southby  added  that  a climate  of 
mutual  trust  prevailed  and  the  triad  had  “great  professional  and  personal  respect 
for  each  other.”  To  provide  further  support  for  the  integration,  Southby  assigned 
Colonel  Margaret  Baird  to  oversee  the  exodus  of  maternal-child  AMEDD  staff  to 
NNMC  and  appointed  Fieutenant  Colonel  Victoria  Ransom  as  the  interim  transi- 
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Pictured  is  Colonel  Janet  R.  Southby,  who  served  as  chief  nurse  of  Walter  Reed  Army  Medical  Center 
from  December  1992  to  September  1996. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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tion  coordinator.  She  also  selected  Sergeant  First  Class  Rhonda  Broberg,  an  Army 
non-commissioned  officer,  to  coordinate  and  work  full-time  between  all  three 
institutions  to  facilitate  seamless  operations.  A vanguard  of  nine  Army  nurses, 
of  whom  five  were  assigned  to  the  nurseries  and  four  as  obstetrical  nurses,  trans- 
ferred to  NNMC  on  5 June  1995. 65  The  WRAMC  Adolescent  Psychiatric  Inpa- 
tient Unit  shifted  to  the  NNMC  on  1 August  1995  and  simultaneously  the  NNMC 
Adult  Psychiatric  Inpatient  Unit  moved  to  WRAMC.  Virtually  all  NCR  pediatric 
services  merged  at  WRAMC  on  3 June  1996. 66  On  20  May  1996,  six  Navy  Nurse 
Corps  officers  and  seven  Navy  hospital  corpsmen  reported  to  WRAMC  to  sup- 
port the  neurology  nursing  services  and  eight  reported  for  duty  on  the  psychiatric 
units.67  With  time,  the  tri-service  integration  spread  to  other  specialty  areas  until 
the  only  Graduate  Medical  Education  and  specialty  services  remaining  discrete  in 
both  WRAMC  and  NNMC  were  general  surgery,  internal  medicine,  orthopedics, 
and  the  transitional  internship.68 

The  assimilation  of  Air  Force  Nurse  Corps  officers  into  the  staff  at  the  U.S. 
Army  Landstuhl  Regional  Medical  Center  in  Germany  in  1993  also  was  typical 
of  other  integrations  of  staff  into  the  facilities  of  sister  services.  Initially,  Army 
nurses  resisted  the  change  and  expressed  feelings  of  being  invaded  and  overtaken 
by  Air  Force  nurses.  The  Air  Force  nurses  also  were  uncomfortable,  feeling  un- 
welcome and  confused  by  the  different  Army  staff  positions,  customs,  terminol- 
ogy, and  doctrine.  To  facilitate  the  integration,  nursing  leaders  furnished  regular 
familiarization  and  educational  sessions,  melded  the  two  services’  manning  docu- 
ments, made  staff  assignments  based  on  qualifications  irrespective  of  service  so 
that  each  unit  soon  had  a blend  of  Army  and  Air  Force  personnel,  and  mandated 
the  battle  dress  uniform  as  the  common  duty  uniform.  With  much  hard  work  and 
a spirit  of  cooperation,  nurses  resolved  the  awkward  state  of  affairs  and  the  two 
services  formed  relationships  and  gained  mutual  understanding.  Both  groups  rec- 
ognized that  flexibility  and  acceptance  of  differences  were  essential  and  that  de- 
spite diversity,  clinical  nursing  was  the  major  commonality  and  a basic  point  of 
agreement.  The  staff  reported  learning  four  important  lessons  — (1)  prior  planning 
was  paramount,  (2)  adaptability  and  a willingness  to  learn  were  essential,  (3)  full 
integration  at  every  level  was  important,  and  (4)  joint  staffing  can  work.69 

The  previously  described  innovations  were  but  a few  of  the  hundreds  of  inge- 
nious programs  implemented  by  Army  nurses  across  the  AMEDD.  Army  Nurse 
Corps  officers  at  fixed  installations  and  those  serving  in  combat  or  Operations 
Other  Than  War  conceived,  created,  and  participated  in  numerous  similar  pro- 
grams and  countless  other  unprecedented  efforts  that  saved  millions  of  dollars 
while  maintaining  access  to  quality  health  care  services  for  soldiers,  their  fami- 
lies, the  retired  population,  and  their  eligible  family  members.  Their  initiative 
was  a testament  to  the  creativity,  professionalism,  and  dedication  of  Army  nurses 
serving  around  the  globe. 

These  same,  typical  Army  Nurse  Corps  traits  of  resourcefulness,  adaptability, 
collaboration,  fiscal  responsibility,  and  devotion  to  duty  were  but  a handful  of  the 
many  attributes  that  rendered  Army  nurses  as  ideal  candidates  for  future  unparal- 
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Colonel  Margaret  Baird,  chief  of  the  Maternal-Child  Nursing  Section  at  Walter  Reed  Army  Medical 
Center,  supervised  the  transition  of  health  care  services  for  obstetrics  and  pediatrics  patients  from  her 
institution  to  the  National  Naval  Medical  Center  in  Bethesda,  Maryland,  in  1995. 

Photo  courtesy  of  Colonel  Margaret  Baird,  Readfield,  ME. 


leled  roles  in  the  AMEDD.  For  it  was  at  this  point  in  the  history  of  the  Army  Nurse 
Corps  that  formerly  closed  doors  slowly  but  surely  edged  open  to  allow  access  to 
new  opportunities  for  Army  nurses  in  command  and  branch  immaterial  positions. 
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Chapter  Sixteen 

New  Frontiers  for  Army  Nurse  Corps  Officers 


Before  the  1990s,  the  notion  that  Army  nurses  might  advance  beyond  tra- 
ditional nursing  roles  and  cross  unprecedented  command  boundaries  into 
areas  of  new  responsibility  rarely  warranted  mention.  On  the  rare  occa- 
sions that  the  idea  did  surface,  it  was  summarily  dismissed.  For  instance  in  1972, 
the  surgeon  general,  Lieutenant  General  Hal  B.  Jennings,  “erased  any  doubts” 
about  his  “adamant”  stance  on  assigning  other  than  Medical  Corps  (MC)  officers 
to  command  Army  hospitals.  Jennings  confidently  promised  that  the  physician 
“would  remain  the  quarterback  of  the  medical  team.”1  A few  years  later,  Lieu- 
tenant General  Charles  C.  Pixley,  surgeon  general  from  1977  to  1981,  reiterated 
that  physicians  were  the  only  officers  capable  of  commanding  the  Army  Medical 
Department  (AMEDD)  units,  submitting: 

. . . that  if  we  had  not  had  Medical  Corps  officers  who  were  interested  in  leadership  positions  and 
who  had  not  seized  the  opportunity  to  be  leaders  in  various  roles,  such  as  high  level  medical  staff  and 
command  positions  over  the  past  200  years,  then  many  of  the  great  advances  of  military  medicine 
would  never  have  transpired.2 

Pixley  acknowledged  that  he  had  “no  quarrel  with  permitting  MSC  [Medical 
Service  Corps]  officers  becoming  commanders  of  TO&E  [Table  of  Organization 
and  Equipment]  units  where  patient  care  is  not  being  performed.  These  are  train- 
ing situations.”3 

Lieutenant  General  Frank  F.  Ledford,  surgeon  general  from  1987  to  1991 , also 
rejected  the  notion  of  command  for  nurses.  During  her  tenure  as  chief  of  the  Army 
Nurse  Corps,  Brigadier  General  Clara  L.  Adams-Ender  broached  the  subject  with 
then  Deputy  Surgeon  General  Major  General  Alcide  LaNoue,  who  “had  absolute- 
ly no  problem  with  it.  His  belief  was  that  a leader  is  a leader,  jegardless  of  gender 
or  profession.”  When  LaNoue  promised  to  discuss  the  question  with  Ledford, 
Adams-Ender  recalled,  “I  quietly  groaned.”  She  was  keenly  aware  of  Ledford’s 
stance  on  command  for  nurses.  Later,  LaNoue  related  his  conversation  with  the 
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surgeon  general  on  the  topic  and  drolly  recalled  that  after  Ledford  “broke  out  all 
the  windows  in  his  office  and  threw  all  the  books  from  his  bookcase  on  the  floor, 
I got  the  feeling  he  didn’t  favor  nurses  being  in  command.”4 Time  proved  all  of 
these  resolute  viewpoints  wrong. 

For  several  decades,  the  Defense  Advisory  Committee  on  Women  in  the  Ser- 
vices (DACOWITS)  was  an  important  voice  advocating  for  command  for  Army 
nurses.  Adams-Ender  recalled  that  when  she  was  post  commander  at  Fort  Belvoir, 
Virginia,  in  1992,  the  DACOWITS  vice  chair  visited  her  to  discuss  the  possibility 
of  Army  Nurse  Corps  officers  commanding  hospitals.  Of  course,  Adams-Ender 
endorsed  the  idea.  The  vice  chair  subsequently  interviewed  the  commander  and 
a number  of  staff  at  Fort  Belvoir ’s  DeWitt  Army  Community  Hospital.  Adams- 
Ender  revealed  that  the  vice  chair: 

...  in  her  outbriefing  with  me, . . . shared  the  reactions  that  she  had  received  to  nurses  commanding 
MTFs  [military  treatment  facilities] . I got  a real  chuckle  out  of  one  of  them.  The  vice  chair  was  inter- 
viewing a female  physician  and  asked  her  if  nurses  should  command  hospitals.  The  physician  replied, 
“Absolutely  not!”  When  queried  as  to  why  not,  the  physician  responded,  “Nurses  run  everything  else 
in  the  hospital  now.  If  you  give  them  command,  they’ll  run  the  whole  hospital!” 


As  an  aside,  Adams-Ender  remarked,  “I  didn’t  know  that  physicians  noticed— 
that  was  a pretty  perceptive  comment.”5 

Although  the  idea  of  Army  Nurse  Corps  officers  holding  command  positions 
generally  was  a taboo  subject  in  certain  quarters,  there  were  a few  instances  where 
Army  nurses  commanded  hospital  units,  usually  when  dictated  by  expedience. 
In  1976,  Captain  Diane  Corcoran  was  chief  nurse  at  the  86th  Combat  Support 
Hospital  (CSH)  at  Fort  Campbell,  Kentucky,  when  the  unit  was  awaiting  the  as- 
signment of  a new  commanding  officer.  The  commander  of  the  101st  Airborne 
Division  intervened  and  directed  Corcoran  to  assume  command  of  the  86th  CSH, 
stating  that  he  knew  she  had  made  many  of  the  decisions  in  the  past  while  on  field 
maneuvers  with  the  101st.  Corcoran  responded  that  it  was  traditional  for  the  rank- 
ing Medical  Service  Corps  (MSC)  officer  in  the  unit  to  assume  command.  The 
101st  commander  insisted,  overruled  the  objections  of  disgruntled  MSC  officers 
postwide,  cleared  his  intentions  with  Brigadier  General  Madelyn  Parks,  chief  of 
the  Army  Nurse  Corps,  and  scheduled  a change  of  command  ceremony  to  take 
place  within  two  days  with  10  battalions  participating  in  the  ritual. 

With  some  trepidation  but  with  significant  excitement  and  pride,  Corcoran  be- 
gan immediate  preparations  to  lead  the  pass  and  review  formation.  She  conferred 
with  the  Fort  Campbell  hospital  chief  nurse.  Colonel  John  B.  Garlick,  a former 
infantry  officer,  who  took  Corcoran  to  the  parade  grounds  and  gave  her  a crash 
refresher  course  in  drill  and  ceremonies.  Corcoran  remembered  praying  fervently 
before  the  ceremony  and  proceeding  through  the  parade  in  a “trance  mode.”  Dur- 
ing the  change  of  command  ceremony,  she  managed  to  accept  command,  passed 
the  reviewing  stand  under  the  watchful  eyes  of  Major  General  James  A.  Wick- 
ham, the  post  commander,  and  reached  her  assigned  position  on  the  drill  field. 
She  started  to  relax  when  several  of  the  infantry  commanders  in  the  audience  gave 
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Captain  Diane  Corcoran,  Army  Nurse  Corps  officer  and  Commander  of  the  86th  Combat  Support  Hos- 
pital at  Fort  Campbell,  Kentucky,  confers  with  officers  of  the  101st  Airborne  Division  in  1976.  The 
division  staff  was  visiting  while  the  86th  was  setting  up  its  hospital  during  a field  exercise. 

Photo  courtesy  of  Colonel  Diane  Corcoran,  Durham,  NC. 


her  a thumbs-up  signal.  Corcoran  subsequently  received  all  the  accoutrements 
of  command,  including  official  orders  and  command  epaulets  for  her  uniform. 
For  three  months  she  successfully  commanded  the  86th  CSH  before  leaving  Fort 
Campbell  to  attend  the  University  of  Texas  at  Austin  for  her  doctorate.6 

The  belief  that  only  male  officers  could  command  was  so  firmly  entrenched 
in  the  Army’s  culture  that  it  had  been  codified  into  U.S.  law  and  Army  regula- 
tions. Both  10  USC  3579  and  Army  Regulation  600-20  specifically  prohibited 
the  predominantly  female  Army  Nurse  Corps  and  Army  Medical  Specialist  Corps 
officers  from  assuming  command  positions.  In  1980,  however,  Congress  amended 
§3579  to  lift  the  outdated  ban.7 

Notwithstanding,  a decade  elapsed  before  possibility  became  reality  in  the 
AMEDD  because  segments  of  the  MC,  the  MSC,  and  the  hierarchy  of  line  offi- 
cers opposed  command  for  the  two  mainly  female  AMEDD  branches.  In  1990,  for 
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example,  the  MC  recommended  as  a part  of  the  AMEDD  Officer  Leader  Devel- 
opment Action  Plan  to  “not  establish  a branch  immaterial  [BI]  designator  for  the 
AMEDD.”  The  MC  “definitely  opposed”  such  an  action  and  “in  contradistinction” 
to  the  Air  Force  and  the  Navy,  the  AMEDD  had  many  field  hospitals  that,  upon 
mobilization,  male  MC  officers  would  have  to  command.  It  posed  a rhetorical 
question:  “If  not  afforded  the  opportunity  to  be  a TDA  [Table  of  Distribution  and 
Allowances]  commander,  how  then  to  train  [MC  officers]  for  a TOE  (wartime) 
command.”8  Other  MC  officers  also  firmly  believed  that  only  officers  of  their 
branch  were  capable  of  command  or  entitled  to  general  officer  rank.9 

Comments  emerging  from  a December  1995  survey  directed  by  Brigadier  Gen- 
eral Bettye  H.  Simmons  focused  on  the  concerns  and  ideas  of  Army  Nurse  Corps 
officers  also  revealed  some  ill  will  toward  nurses  from  MSC  officers.  One  Army 
nurse’s  response  spoke  of  the  “lack  of  respect  from  other  branches  (especially 
MSC)  and  the  potential  threat  we  pose  with  the  surge  of  branch  immaterial  talk” 
as  a current  issue  affecting  the  Corps.10 

General  Gordon  Sullivan,  chief  of  staff  of  the  Army  (CSA),  disapproved  Gen- 
eral Nancy  Adams’  assignment  as  commander  of  the  Fitzsimons  Health  Service 
Support  Area  and  vetoed  the  inclusion  of  nonphysician/nondentist  AMEDD  of- 
ficers on  select  AMEDD  General  Officer  Promotion  Boards.11  The  active  Army 
seemingly  lagged  behind  the  U.S.  Army  Reserve  (USAR)  and  Army  National 
Guard  (ARNG)  and  its  sister  services  in  implementing  the  attitudinal  change  that 
led  to  equal  command  opportunity  for  all  AMEDD  branches. 

Unlike  the  Active  component,  the  USAR  and  ARNG  had  no  prohibitions  regard- 
ing command  for  nurses.  Brigadier  General  Dorothy  Pocklington,  the  first  female 
and  nurse  to  be  promoted  to  brigadier  general  in  the  USAR,  knew  this  and  worked 
to  open  command  opportunities  for  USAR  and  ARNG  nurses.  The  surgeon  gen- 
eral, Lieutenant  General  Frank  Ledford,  however,  did  not  support  her  efforts,  and 
numerous  MSC  officers  vehemently  opposed  her  campaign.  Both  MC  and  MSC 
officers  likely  viewed  the  potential  intrusion  of  Army  nurses  into  command  roles 
as  a threat  to  their  opportunities  to  achieve  such  positions.  Pocklington  still  placed 
the  issue  on  the  agenda  for  the  Surgeon  General’s  Reserve  Component  Medical 
Advisory  Board  and  challenged  the  notion  that  nurses  could  not  command.  She 
testified  before  other  Department  of  Defense  (DoD)  policy-making  bodies  and, 
in  her  travels  to  USAR  and  ARNG  units  nationwide,  advised  nurses  to  prepare 
themselves  for  command  and  work  toward  this  career  goal.  She  recalled  that  on 
one  occasion,  an  Army  nurse  captain  confided  that  she  had  commanded  a training 
unit  but  the  unit  purposefully  kept  it  “quiet.”  Pocklington  added  that  she  “would 
not  be  surprised  if  there  were  a few  other  instances  of  this  happening  and  no  one 
was  supposed  to  know  about  it,”  because  the  USAR  and  ARNG  in  general  were 
laboring  under  the  misapprehension  that  nurses  were  banned  from  command. 

Pocklington  actively  promoted  the  campaign  for  command  for  nurses  in  the 
USAR  and  ARNG.  She  presented  her  case  across  all  echelons  of  the  Army  from 
the  highest  policy-making  levels  all  the  way  down  to  the  barracks  soldiers.  Her 
enthusiasm  heightened  awareness,  and  in  the  late  1980s,  her  efforts  achieved  re- 


New  Frontiers  for  Army  Nurse  Corps  Officers  393 


After  her  change  of  command  ceremony,  new  commander  Colonel  Flora  Sullivan  (right)  met  with 
Lieutenant  Colonel  Dorothy  Allbritten  (left),  who  was  Sullivan’s  replacement  as  chief  nurse  of  the 
338th  Medical  Group. 

Photo  courtesy  of  Colonel  Flora  Sullivan,  Glenolden,  PA. 


suits.  Colonel  Florence  Sullivan,  an  Army  Nurse  Corps  officer,  publicly  assumed 
command  of  a Pennsylvania  USAR  hospital  unit.12 

Meantime,  the  Navy  already  had  selected  nurses  for  command  roles,  choosing 
the  best-qualified  individual  for  the  job  regardless  of  the  chosen  one’s  professional 
discipline  or  gender.  In  1975  a Navy  nurse,  Captain  Harriet  A.  Simmons,  became 
the  officer  in  charge  of  the  Mayport,  Florida,  Naval  Station  Dispensary.  Simul- 
taneously, Captain  Bernadette  A.  McKay  assumed  command  responsibilities  at 
the  Naval  Submarine  Medical  Center,  New  London,  Connecticut,  as  director  of 
administrative  services.  Next,  in  1980,  Rear  Admiral  Frances  T.  Shea  accepted 
command  responsibilities  at  the  Naval  Health  Sciences  Education  and  Training 
Command.13  In  1983,  Captain  Mary  F.  Hall  became  the  first  Navy  nurse  to  com- 
mand a Naval  Hospital,  when  she  took  full  charge  of  the  facility  at  Guantanamo 
Bay,  Cuba.  There  she  oversaw  health  care  for  7,000  beneficiaries  representing  all 
services,  with  a staff  of  186  officers  and  enlisted  sailors  in  a 50-bed  hospital.  An- 
other more  challenging  assignment  two  years  later  furnished  testimony  to  Hall’s 
success  in  her  first  command,  when  she  subsequently  assumed  command  at  Naval 
Hospital,  Long  Beach,  California,  with  its  six  clinics,  170  beds,  and  a staff  of 
1,300. 14 
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The  Air  Force  Nurse  Corps  also  had  an  established  history  of  command.  In 
1987,  the  Air  Force  Medical  Service  opened  the  competition  for  positions  as  med- 
ical group  commander  to  nurses.  Most  of  these  command  billets  were  then  physi- 
cian dominated,  but  the  Air  Force  Nurse  Corps  had  approximately  two  to  three  of 
its  officers  in  command  at  any  one  time.15  During  this  initial  period,  the  Air  Force 
nurses  commanded  air  evacuation  facilities  and  units  only.  In  1990,  however,  an 
Air  Force  nurse  assumed  command  of  the  base  clinic  at  Pope  Air  Force  Base, 
North  Carolina.  Colonel  Judith  Hunt  was  the  first  Air  Force  nurse  to  assume  this 
level  of  command  at  a Medical  Treatment  Facility.  Then  Air  Force  nurse  Colo- 
nel Gloria  K.  Kamoureux  began  her  assignment  as  hospital  commander  at  Lor- 
ing  Air  Force  Base,  Maine,  in  1992. 16  As  of  1996,  many  Air  Force  nurses  were 
commanding  at  the  squadron  and  group  levels.  Three  officers  served  as  Medical 
Group  commanders  while  four  others  served  as  group  commander.  Additionally, 
39  nurses  were  squadron  commanders  within  medical  groups,  and  two  Air  Force 
Nurse  Corps  officers  were  commanders  of  aeromedical  evacuation  squadrons.17 

By  1993,  the  AMEDD  was  slowly  edging  forward  with  the  branch  immate- 
rial (BI)  concept  for  command  slots,  though  lagging  well  behind  the  Navy  and 
Air  Force,  which  had  used  a comparable  system  for  some  20  years.18  In  reaction 
to  the  inherent  problems  with  the  Professional  Officer  Filler  System  (PROFIS) 
commander  program,  the  strong  recommendations  made  by  DACOWITS,  prob- 
ing questions  posed  by  members  of  Congress,  and  the  need  for  better  utilization 
of  general  officers  within  the  context  of  the  AMEDD  reorganization,  the  surgeon 
general,  Lieutenant  General  Alcide  LaNoue,  announced  his  support  for  opening 
selected  opportunities  for  command  for  all  AMEDD  officers.19  At  the  behest  of 
General  Sullivan,  the  CSA,  LaNoue  established  a Leader  Development  Decision 
Network  process  in  February  1994  to  study  the  issue  of  BI  AMEDD  commands. 
This  network  ultimately  proposed  a new  policy  to  select  the  officer  best  qualified 
for  command  of  a unit  and  retain  that  officer  in  command  upon  mobilization.20 
Secretary  of  the  Army  Togo  West  approved  the  Leader  Development  Decision 
Network  process  on  14  January  1997 .21  In  March  1997,  the  surgeon  general.  Lieu- 
tenant General  Ronald  R.  Blanck,  demonstrated  his  wholehearted  approval  by 
deciding  “to  open  BI  fully  at  the  earliest  opportunity.”22 

Meanwhile,  the  AMEDD  Command  Leader  Development  Action  Plan  identified 
related  issues  and  made  corresponding  recommendations.  It  suggested  revision  of 
Army  regulations  and  AMEDD  policies  to  facilitate  AMEDD  Immaterial  (AI) 
commands,  designation  of  selected  command  positions  as  AI  (thus  eliminating 
the  PROFIS  command  system),  identification  and  utilization  of  certain  AMEDD 
criteria  (i.e.,  skills,  knowledge,  and  behaviors  necessary  for  officers  to  qualify  for 
command),  reengineering  of  AMEDD  Professional  Military  Education  to  support 
the  AI  concept,  and  integration  of  AI  command  positions  into  the  Department  of 
Army  Command  Designated  Position  List  process.23 

Sullivan  supported  opening  more  seats  for  Army  Nurse  Corps  officers  at  Com- 
mand and  General  Staff  College  and  at  the  Senior  Service  Schools  and  advocated 
recoding  specific  AMEDD  General  Officer  positions  to  BI  status.24  Although  no 
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Army  nurses  were  considered  for  command  at  the  time,  Colonel  Doris  S.  Frazier 
was  the  first  Army  nurse  to  matriculate  at  the  Army  War  College  in  1973 . Immedi- 
ately after  her  graduation,  only  a few  Army  Nurse  Corps  officers  sporadically  par- 
ticipated in  the  program.  By  1986,  for  instance,  only  six  additional  Army  nurses 
had  graduated  from  the  Army  War  College.  Despite  their  lack  of  command  oppor- 
tunities at  the  time,  the  nurse  graduates  prepared  for  senior  leadership  positions  by 
refining  their  skills  in  “self-assessment,  organizational  dynamics,  leadership,  eth- 
ics, and  professionalism.”  The  curriculum  also  provided  them  with  the  knowledge 
and  abilities  needed  to  successfully  function  in  diverse  staff  positions  in  “major 
Army  commands  or  at  Department  of  the  Army  level.”25  Still  later,  when  more 
seats  were  allocated,  attendance  at  the  Army  War  College  prepared  Army  Nurse 
Corps  officers  for  senior- level  command. 

The  Army  Nurse  Corps  leadership  worked  diligently  to  justify  command  posi- 
tions for  Army  nurses.  They  explained  how  professional  leader  development  ad- 
vanced within  the  corps  and  how  it  encompassed  every  phase  of  the  Army  Nurse 
Corps  Life  Cycle  Model,  or  career  plan.26  Adams  asserted: 

The  scope  of  responsibility  and  accountability  of  each  nursing  position  increases  in  every  phase  of 
the  Army  Nurse  Corps  Life  Cycle  Model.  Each  position  prepares  AN  [Army  Nurse]  officers  for  more 
advanced  leadership  roles.  The  only  difference  is  that  AN  leadership  positions  are  not  entitled  “com- 
mand.” The  reality  is  AN  officers  have  the  same  military  and  civilian  education  and  similar  leadership 
experiences  as  their  counterparts/colleagues  in  other  AMEDD  Corps  who  compete  for  command.  Es- 
sential and  key  positions  in  the  AN  require  the  same  education  that  leads  to  the  skills,  knowledge,  and 
attitudes  that  would  qualify  AN  officers  for  advanced  leadership  positions  as  identified  in  the  other 
AMEDD  Corps  Life  Cycle  Models.27 

As  1995  drew  to  a close,  Army  Nurse  Corps  hopes  and  efforts  were  coming  to 
fruition  as  the  Army  relaxed  policies  and  opened  AI  command  positions  to  nurses. 
After  her  four-year  tenure  as  chief,  Adams  assumed  command  of  the  Southwest 
Health  Service  Support  Area  located  at  Fort  Bliss,  Texas,  and  in  1997,  accepted  the 
flag  of  command  at  William  Beaumont  Army  Medical  Center.  Adams  became  the 
first  female  and  first  nonphysician  to  command  an  Army  Medical  Center,  a water- 
shed event  in  AMEDD  history.28  Following  her  command  at  Beaumont,  she  was 
promoted  to  major  general  and  assumed  command  of  Tripler  Army  Medical  Center 
in  Honolulu,  Hawaii.  Her  additional  responsibilities  included  serving  as  the  U.S. 
Army,  Pacific,  surgeon,  as  commander  of  the  Pacific  Regional  Medical  Command, 
the  TRICARE  Pacific  lead  agent,  and  the  PROFIS  commander  for  Korea’s  18th 
Medical  Command.  She  was  the  first  Army  Nurse  Corps  officer  to  receive  a second 
star  and  fulfill  these  challenging  responsibilities.29  Army  Nurse  Corps  officers  also 
took  command  of  three  of  five  AMEDD  Recruiting  Detachments  at  this  time,  with 
responsibility  for  all  AMEDD  recruiting  for  every  AMEDD  enlisted  soldier  and  all 
AMEDD  officer  corps.30  At  the  AMEDD  Center  and  School  (C&S)  Brigade,  Army 
Nurse  Corps  officers  assumed  new  roles  as  company  commanders.31  The  first  Army 
Nurse  Corps  officer  who  competed  and  was  selected  for  an  AMEDD  C&S  training 
company  command  was  Captain  Bethany  Alexander.  In  January  1995,  she  assumed 
command  of  Company  D,  232nd  Medical  Battalion.32 
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In  1995,  Colonel  William  Bester  commanded  the  Advance  Party  of  the  67th 
CSH  in  Hungary  and  Croatia.  The  next  year,  the  surgeon  general  requested  ap- 
proval from  the  secretary  of  the  Army  for  an  interim  change  to  the  policy  of  re- 
stricting command  of  medical  treatment  facilities  to  MC  officers.  The  secretary 
granted  the  request  in  January  1997,  clearing  the  way  for  Colonel  Bester  to  serve 
as  commander  of  Moncrief  Army  Community  Hospital  at  Fort  Jackson,  South 
Carolina,  in  1998. 33  In  March  of  that  same  year,  Colonel  Kristine  V.  Campbell 
commanded  the  396th  CSH  in  Bosnia-Herzegovina,  becoming  the  first  female 
officer  and  first  USAR  Army  nurse  to  deploy  and  command  a field  hospital  over- 
seas in  a peacekeeping  operation.34  Campbell  led  the  450-strong  hospital  unit  and 
fostered  a positive  work  environment,  facilitated  a smooth  unit  operation,  and 
provided  resources.  She  recalled  that  the  command  experience  was  demanding, 
adding  that  she  managed  by  focusing  on  “what  I knew  I was  good  at.  I knew  how 
to  take  care  of  patients”;  by  concentrating  on  that  strength,  she  succeeded  in  her 
command.35 

The  AMEDD  BI  Colonel  Command  Board  that  convened  in  January  1998 
under  the  direction  of  the  Army  Secretariat  represented  the  first  time  that 
Army  Nurse  Corps  colonels  were  eligible  for  consideration  to  command  Medi- 
cal Groups,  Scientific/Technical  units,  Level  1 Medical  Treatment  Facilities, 
and  Level  1 TO&E  hospitals.  Army  Nurse  Corps  officers  still  could  not  com- 
pete for  command  of  larger  Level  2 Medical  Department  Activities  or  Medi- 
cal Centers,  considered  Level  3 commands.  After  gaining  Level  1 TO&E/ 
MTF  command  experience,  these  officers  would  become  eligible  for  consid- 
eration in  subsequent  boards.36  The  AMEDD  BI  Lieutenant  Colonel  Com- 
mand Board  that  convened  in  December  1997  selected  lieutenant  colonels  for 
battalion-level  command  in  BI  positions  such  as  TDA  Training  Commands  at 
the  AMEDD  C&S,  in  TDA  Scientific/Technical  Battalion  Equivalents  such  as 
at  the  Center  for  Health  Promotion  and  Preventive  Medicine  (CHPPM),  and 
in  TO&E  Medical  Treatment  Battalions  in  Area  Support  Medical  Battalions.37 
The  names  of  those  officers  selected  by  the  lieutenant  colonel  and  colonel 
command  boards  later  appeared  on  a Command  Designated  Position  List,  which 
became  the  known  as  the  Command  Selection  List  (CSL)  in  1 998 .38  The  AMEDD 
CSL  for  fiscal  year  (FY)  1999  designated  four  Army  nurses  for  command.39  By 
FY  2000,  seven  Army  Nurse  Corps  colonels  appeared  on  the  AMEDD  CSL.40 

Other  BI  opportunities  for  command  materialized  during  this  time.  These  non- 
CSL  clinic  command  opportunities  operated  under  a slightly  different  format. 
The  MC,  MSC,  Army  Nurse  Corps,  and  Army  Medical  Specialist  Corps  each 
nominated  two  officers  for  available  clinic  commander  positions.41  The  regional 
medical  commander  then  would  select  the  best  qualified  officer— regardless  of 
branch— for  the  command  position  within  that  region.42 

By  1998,  participants  at  a chief  nurse  conference  elaborated  the  Army  Nurse 
Corps  philosophy  relating  to  BI  command  and  positions.  They  believed  that  com- 
pany grade  BI  positions  such  as  company  command  were  simply  alternative  leader 
development  options  analogous  to  traditional  branch-based  leadership  opportuni- 
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ties  such  as  those  found  in  head  nurse  positions.  Furthermore,  they  acknowledged 
that  all  AMEDD  branches  could  develop  leaders  comparably  within  their  core 
disciplines.  Finally,  they  stressed  that  the  discipline  of  nursing  must  remain  the 
core  competency  within  the  Army  Nurse  Corps.43  Brigadier  General  Bettye  Sim- 
mons expanded  on  this  philosophy: 

As  Branch  Immaterial  opportunities  emerge  for  us,  it  will  be  critical  that  we  never  lose  focus  on 
our  core  responsibilities  of  providing,  managing  and  leading  the  delivery  of  nursing  care  to  soldiers 
and  their  families.  Our  real  value  in  all  arenas  is  the  perspective  of  the  discipline  of  nursing.  If  we 
lose  sight  of  this  or  lose  sight  of  our  primary  responsibility,  we  have  lost  the  whole  point  of  working 
to  get  “to  the  table.”44 

General  Clara  Adams-Ender  shared  her  insights  on  the  intermingling  of  nursing 
and  command  roles.  She  wrote  that,  “if  anything,  being  in  command  positions 
sharpens  your  skills  as  a nurse  and  reinforces  the  specific  skills  that  nurses  bring 
to  the  table.”  Adams-Ender  revealed  that  her  unceasing  prayer  while  in  command 
was: 

. . . “Thanks,  God  that  you  made  me  a nurse  first.”  Nursing  provided  me  with  three  unique  skills  that 
I used  often  while  in  command  and  in  bringing  order  to  my  often  chaotic  life  today.  [First,]  through 
nursing,  I learned  about  human  behavior.  Through  the  behavioral  sciences  and  in  the  labs,  nurses  learn 
that  there  are  some  personalities  in  the  world  and  some  real  characters— we  learn  how  to  cope  with 
them  all.  [Second,]  we  learn  as  nurses  how  to  manage  many  activities  at  once  on  a 24-hour  clock.  I 
never  thought  I’d  learned  anything  of  value  on  the  11-7  shift,  but  I did  learn  how  to  organize  activities 
independently  and  how  to  get  my  staff  organized.  I would  never  have  learned  that  as  well  on  the  day 
shift  with  someone  else  in  charge.  [And  finally,]  nursing  taught  me  a process.43  Sometimes  we  don’t 
even  value  that  process  much  as  nurses.  However,  I’ve  come  to  realize  and  value  the  nursing  process 
because  it  is  just  a systematic  way  of  getting  things  done  and  it  keeps  me  on  the  road  to  successful 
mission  accomplishment.46 

Adams-Ender  recognized  that  the  most  important  knowledge,  values,  and  skills 
she  contributed  to  the  overall  picture  were  inherent  to  the  discipline  of  nursing. 

Nurses  faced  other  dilemmas  in  the  introduction  of  command  opportunities. 
After  an  Army  nurse  completed  a command  assignment,  the  question  of  a follow- 
on  assignment  surfaced.  For  instance,  after  commanding  a hospital,  was  it  an 
appropriate  career  move  for  an  Army  Nurse  Corps  officer  to  revert  to  a hospital 
chief  nurse  position?  Another  quandary  focused  on  budgeted  end-strength  issues. 
If  a hospital  had  just  enough  nurses  to  carry  out  the  existing  workload,  was  it 
appropriate  to  pull  resources  away  for  command  opportunities?  In  other  words, 
if  staffing  was  tight,  was  it  proper  to  release  a head  nurse  or  a staff  nurse  to  fill 
a company  commander  post?  The  final  decision  often  came  down  to  a choice 
between  offering  nurses  upward  mobility  versus  providing  adequate  staff  to  prof- 
fer high  quality  nursing  care.47  There  were  no  simple  answers  to  these  complex 
questions. 

Command  positions  for  Army  nurses  finally  gained  sufficient  momentum  dur- 
ing the  1990s  to  become  a reality.  But  Army  Nurse  Corps  officers’  opportunities  to 
contribute  in  BI  capacities  were  not  only  restricted  to  command  roles.  They  also 
could  participate  in  a variety  of  other  BI  positions. 
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Early  in  1990,  the  trend  of  making  not  only  command  slots  but  also  other  key 
AMEDD  positions  into  BI  billets  gained  impetus.  This  movement  centered  on 
the  idea  that  certain  roles  could  be  efficiently  and  successfully  assumed  by  any 
competent  officer,  irrespective  of  gender,  branch,  or  specialty.  During  her  tenure 
as  chief  of  the  Army  Nurse  Corps,  Adams-Ender’s  actions  were  an  expression  of 
this  trend.  She  realized  that  the  AMEDD  had  to  upgrade  the  position  of  director  of 
personnel  for  the  surgeon  general,  elevating  it  from  that  of  a colonel  to  the  general 
officer  level.  This,  she  believed,  would  enhance  the  position’s  authority  and  influ- 
ence when  dealing  with  other  elements  of  the  Army  and  guarantee  that  AMEDD 
issues  were  seriously  addressed.  Accordingly,  Adams-Ender  approached  Lieuten- 
ant General  Frank  Ledford,  the  surgeon  general,  with  her  idea  and  he  in  turn  re- 
sponded, “Clara,  if  you  are  crazy  enough  to  volunteer  for  this  position,  I am  crazy 
enough  to  appoint  you.”  Over  time,  several  advantages  accrued  from  the  change. 

Adams-Ender’s  personnel  staff  welcomed  their  newfound  ability  to  utilize  what 
she  called  their  “referent  power.”  When  differences  of  opinion  arose,  for  example, 
the  personnel  officers  would  announce  that  the  “general  said  this  is  the  way  it  is 
going  to  be  so  I would  suggest  that  your  general  get  together  with  my  general  and 
see  if  they  can’t  work  it  out.”  Using  some  version  of  this  approach  made  the  dis- 
agreements by  and  large  disappear.  Another  beneficial  effect  of  the  dual-hatting 
was  the  fact  that  Adams-Ender  met  often  with  the  deputy  chief  of  staff  for  person- 
nel (DCSPER)  of  the  Army  and  the  assistant  secretary  of  defense  for  manpower 
and  reserve  affairs  (ASD  M&RA).  At  such  sessions,  she  could  speak  about  nurs- 
ing concerns.  She  recalled,  “General  Ono  [DCSPER]  was  always  interested  in 
what  was  happening  in  nursing  and  I had  convinced  Mr.  Spurlock  [ASD  M&RA] 
that  he  ought  to  be  interested.  It  didn’t  matter,  I was  going  to  tell  him  anyway.” 
Thus,  she  was  able  to  not  only  advance  the  concerns  of  the  AMEDD  but  also  sur- 
face matters  of  interest  to  the  Army  Nurse  Corps.48 

As  successive  chiefs  accepted  their  responsibilities  for  the  Army  Nurse  Corps, 
they  too  assumed  other  BI  roles.  As  noted,  Adams  also  became  the  director  of 
AMEDD  Personnel  and  later,  commander  of  CHPPM  while  serving  as  chief  of 
the  Army  Nurse  Corps.  Simmons  commenced  her  tenure  as  chief  of  the  Army 
Nurse  Corps  in  1996  while  simultaneously  beginning  an  assignment  as  the  deputy 
commandant  at  the  AMEDD  C&S  .49  A year  later,  she  moved  from  the  AMEDD 
C&S  to  become  the  Forces  Command  command  surgeon,  noting: 

This  is  a great  opportunity  for  Army  Nursing  ...  it  gives  us  an  opportunity  to  prove  the  ability  of 
Army  Nurses  in  nontraditional  roles  to  our  line  counterparts  and  to  show  the  value-added  of  our  disci- 
pline in  working  the  issues  impacting  the  Army.50 

In  1999,  Simmons  relinquished  her  role  at  Forces  Command  and  assumed  com- 
mand of  the  CHPPM.51  Bester  succeeded  Simmons  as  chief  of  the  Army  Nurse 
Corps  in  2000  and,  like  his  predecessors,  wore  two  hats.  Initially  he  served  as  the 
assistant  surgeon  general  for  force  projection  and  subsequently  as  the  CHPPM 
commander.52 

In  1993,  a small  contingent  of  Army  Nurse  Corps  officers  were  functioning  in  a 
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During  this  period,  Major  Mary  E.V.  Frank  was  the  Army  Nurse  Corps  historian,  assigned  to  the  U.S. 
Army  Center  of  Military  History.  During  her  tenure  in  that  assignment,  she  conducted  a number  of 
historical  analyses  of  contemporary  issues. 

Photo  courtesy  of  Colonel  Mary  E.V.  Frank,  St.  Michaels,  MD. 
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number  of  critical  positions  previously  reserved  only  for  other  AMEDD  officers. 
In  most  cases,  the  respective  division/directorate  chief  specifically  requested  these 
Army  nurses,  whom  the  Army  Nurse  Corps  then  approved  to  assume  these  billets 
(several  of  which  were  crucial  positions  at  senior  leadership  levels).53  Similar  po- 
sitions held  by  Army  nurses,  such  as  chief,  Family  Health  Clinic,  chief,  Primary 
Care,  or  executive  or  administrative  officer,  involved  leadership  at  a local  level 
and  existed  in  various  settings.54  As  Army  Nurse  Corps  officers  moved  into  BI 
command  and  staff  positions  in  greater  numbers,  attention  turned  to  expanding 
horizons  even  further.  Questions  emerged  about  the  possibility  of  opening  promo- 
tions for  Army  nurses,  indeed  for  all  AMEDD  officers,  beyond  the  one-star  level. 

Since  1967,  10  U.S.  Code  3069  limited  the  tenure  of  the  Army  Nurse  Corps 
officer  selected  to  be  the  chief  of  the  Army  Nurse  Corps  to  no  more  than  four 
years.55  After  the  four-year  incumbency,  chiefs  traditionally  retired  from  active 
duty.56  The  assignment  was  a terminal  position  that  offered  no  opportunity  to 
compete  for  further  promotions  57 

In  1985,  Major  Mary  Frank  wrote  that  the  Army  Nurse  Corps  advancement  to 
rank  parity  paralleled  the  grueling  path  nursing  took  in  its  quest  for  professional  de- 
velopment and  it  also  echoed  the  progression  of  the  women’s  rights  movement.  She 
added  that  advancements  came  in  the  guise  of  “minimally  threatening  increments” 
against  the  backdrop  of  the  AMEDD’s,  the  Army’s,  and  most  of  the  legislators’ 
“gender  phobias.”  Frank  also  noted  that,  in  the  past,  progress  toward  rank  parity 
always  required  special  legislation  that,  in  turn,  perpetuated  the  myth  of  the  Army 
Nurse  Corps  as  a disparate,  atypical  branch.  This  misperception  always  rendered 
efforts  to  move  ahead  all  the  more  complex,  protracted,  and  costly.  Finally,  she 
concluded  that  every  step  forward  has  “been  in  response  to  well-documented  crises 
in  authority,  recruitment  and  retention  and  . . . been  based  on  the  irrefutable  logic  of 
superior  performance.”58  The  arduous,  century-long  journey  from  no  rank  and  little 
status  to  relative  rank,  begrudgingly  bestowed  on  Army  nurses  in  1920,  to  the  com- 
prehensive opportunities  available  in  2004  was  an  epic  tale  of  struggles  fought  by 
the  senior  leadership  with  the  unflagging  support  of  a few  enthusiastic  benefactors. 

Many  had  long  recognized  that  chiefs  of  the  Army  Nurse  Corps  had  the  poten- 
tial to  provide  further,  valuable  service  to  the  AMEDD  and  the  Army  after  their 
four-year  term  and  Corps-specific  responsibilities.  In  1991 , when  Adams  became 
chief  of  the  Army  Nurse  Corps  and  the  concept  of  AMEDD  BI  positions  gained 
more  currency,  the  notion  of  opening  the  upper  echelons  of  the  AMEDD  for  all 
eligible  senior  officers  became  a possibility. 

Senator  Daniel  Inouye,  long  a supporter  of  the  Army  Nurse  Corps,  believed 
Congress  should  enact  legislation  to  make  the  chief  of  the  Corps  position  a ma- 
jor general  billet.59  Adams  privately  disagreed  with  this  position  and  instead  fa- 
vored allowing  the  chiefs  of  the  Army  Nurse  Corps  to  compete  for  promotion  to 
major  general  with  their  AMEDD  contemporaries.60  She  believed  that  fulfilling 
the  Corps  chief’s  responsibilities  justified  the  brigadier  general  officer  position 
but  it  also  enfranchised  the  chief  of  the  Army  Nurse  Corps  to  compete  on  equal 
terms  with  her  contemporaries  for  other  senior  leadership  positions  that  no  longer 
were  reserved  exclusively  for  the  MC.  As  assistant  surgeon  general  for  personnel, 
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she  subsequently  articulated  this  option,  garnered  the  surgeon  general’s  support, 
worked  to  implement  it,  and  ultimately  made  this  concept  the  next  stage  in  the 
evolving  process  of  change.61 

After  her  tenure  as  chief,  Army  Nurse  Corps,  Adams  had  two  years  remaining 
on  active  duty  before  her  mandatory  retirement  date  of  1997  and  continued  on 
active  duty  serving  in  a BI  general  officer  position.  During  this  time,  she  became 
eligible  for  consideration  for  promotion  to  major  general  by  the  FY  1998  General 
Officer  Promotion  Board  that  convened  in  the  fall  of  1997.  The  board  selected 
Adams  for  promotion  to  major  general.62 

In  the  interim,  however,  the  campaign  waged  to  open  consideration  of  Army 
Nurse  Corps  officers  for  the  AMEDD  General  Officer  Promotion  Board  turned 
into  another  challenging  odyssey.  In  July  1994,  Surgeon  General  LaNoue  request- 
ed approval  from  Sullivan,  the  CSA,  to  establish  a corps  immaterial  competi- 
tive category  for  promotion  to  AMEDD  brigadier  and  major  general.63  Sullivan 
disapproved  the  request  while  acknowledging  that  his  decision  caused  a “dis- 
proportionate promotion  opportunity  for  the  medical  [physician]  GOs  [General 
Officers]  .”64  Inouye  became  involved  and  urged  the  Chief  of  Staff  of  the  Army  “to 
reconsider  the  Army’s  decision  to  deny  nurses  and  other  qualified  AMEDD  of- 
ficers the  same  opportunities  that  the  physicians  and  dentists”  enjoyed.65  In  April 
1995,  the  surgeon  general  again  sought  approval  to  include  all  AMEDD  branches 
for  consideration  in  the  competitive  category  for  promotion  to  AMEDD  brigadier 
and  major  general,  this  time  addressing  his  request  to  a new  Chief  of  Staff  of  the 
Army,  General  Dennis  J.  Reimer.66  After  clarifying  several  minor  details,  Reimer 
approved  the  surgeon  general’s  proposal  and  expanded  the  AMEDD  major  gen- 
eral promotion  competitive  category  to  include  all  brigadier  general  officers  of  the 
AMEDD  regardless  of  branch  in  June  1997. 67  That  same  year  the  FY  1996  De- 
partment of  Defense  Authorization  Act  eliminated  the  legislative  restrictions  that 
narrowly  limited  the  three- star  position  of  surgeon  general  to  MC  officers  only  in 
all  three  services.68  These  decisions  opened  the  door  for  Army  Nurse  Corps  of- 
ficers to  compete  with  their  peers  in  the  AMEDD  and  ensured  a relatively  level 
playing  field  for  leadership  opportunities  for  all  branches. 

While  this  was  taking  place,  Inouye  sponsored  legislation  to  authorize  the  one- 
star  rank  for  all  three  Nurse  Corps  chiefs  and  directors  (Army,  Navy,  and  Air 
Force)  and  the  rank  of  colonel  for  the  assistant  chiefs.  In  practice,  this  had  been 
the  case  for  decades  but  had  not  been  previously  mandated  by  law.  Inouye  ex- 
plained that  he  was  “concerned  that  without  this  official  designation,  these  posi- 
tions [were]  vulnerable  to  being  downgraded  or  even  eliminated.”  He  added: 

In  recent  years,  downsizing  mandates  and  new  ways  of  providing  health  care  have  led  to  many 
reorganization  efforts.  Unfortunately,  reorganization  has  become  a euphemism  for  eliminating  po- 
sitions—and  health  care  reorganization  has  too  often  become  an  excuse  to  eliminate  nursing  posi- 
tions. . . . Military  nurses  hit  two  glass  ceilings:  one  as  a nurse  in  a physician-dominated  health  care 
system  and  one  as  a woman  in  a male-dominated  military  system.  The  simple  fact  is  that  organizations 
are  best  served  when  the  leadership  is  composed  of  a mix  of  specialty  and  gender  groups— of  equal 
rank— who  bring  their  unique  talents  to  the  corporate  table.  For  military  nurses,  the  general  officer 
chief  nurse  position  is  the  only  way  for  nurses  to  get  to  the  corporate  executive  table.69 
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Pictured  is  Major  General  Gale  Pollock,  who  served  as  the  22nd  Chief  of  the  Army  Nurse  Corps  from 
2004  to  2008. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Pictured  is  Major  General  Patricia  Horoho,  who  served  as  the  23rd  Chief  of  the  Army  Nurse  Corps 
from  2008  to  2012. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Congress  passed  the  legislation  30  July  1996  and  removed  any  doubt  that  hence- 
forth the  Army  Nurse  Corps  and  the  Air  Force  Corps  director  positions  would  be 
the  one-star  rank,  and  their  assistants  would  hold  the  rank  of  colonel.70  The  rank 
of  the  director  of  the  Navy  Nurse  Corps  had  already  been  guaranteed  by  Public 
Law  97-22  in  198 1 . As  a part  of  Public  Law  97-22,  the  Defense  Officer  Personnel 
Management  Act,  §6,  specified  that  the  director  of  the  Navy  Nurse  Corps  would 
serve  in  the  rank  of  commodore  admiral.71 

Inouye  also  continued  his  efforts  to  enact  legislation  to  make  the  chief  of  the 
Army  Nurse  Corps  a two-star  billet.  His  justification  was  based  on  the  fact  that 
the  Dental  Corps  chief  position  was  a two-star  billet,  while  the  chief  of  the  Army 
Nurse  Corps  wore  only  a single  star.  Inouye  reasoned  that  if  the  two-star  Dental 
Corps  chief  position  carried  a scope  of  responsibility  for  1,253  Dental  Corps  of- 
ficers, why  should  the  chief  of  the  Army  Nurse  Corps,  who  managed  4,207  Army 
Nurse  Corps  officers,  not  carry  equal  rank?72  When  Sullivan  testified  before  Con- 
gress in  1994,  Inouye  raised  the  two-star  issue: 

Well,  I have  been  talking  about  this  for  20  years  now.  They  [the  Nurse  Corps]  went  up  to  one  star, 
and  I think  it  is  about  time  they  went  up  to  two  stars.  Maybe  I am  a bit  too  biased  because  I spent  21 
months  of  my  life  in  an  Army  hospital  and  95  percent  of  the  time  I saw  nurses,  and  maybe  5 percent  a 
physician,  including  minor  surgery. 

And  so,  as  far  as  being  autonomous  and  independent  and  professional,  I have  no  question  about 
that.  And  if  we  want  to  recruit  the  best,  we  better  give  them  opportunities.  So  I am  not  doing  it  just  for 
the  Army,  I am  doing  it  for  the  Navy  and  the  Air  Force,  and  hoping  that  they  will  come  to  their  senses. 
And  I hope  you  will  seriously  consider  this  matter— not  ten  years  from  now.73 

Sullivan  responded,  “Can  I come  back  to  you  on  that  Senator?  ...  I would 
request  you  not  mandate  it  yet.  . . . we  are  doing  some  things  for  the  nurses.  And 
I appreciate  personally  your  views.”74 

It  was  not  until  December  2002  that  Congress  passed  Public  Law  107-314, 
which  amended  Title  10,  §3069(b).  This  legislation  authorized  the  appointment  of 
the  chief  of  the  Army  Nurse  Corps  to  the  rank  of  major  general.  In  2004,  Colonel 
Gale  S . Pollock  was  nominated  to  be  the  22nd  chief  of  the  Army  Nurse  Corps.  She 
also  was  promoted  to  major  general  and  assumed  her  assigned  duties  as  chief  of 
the  Army  Nurse  Corps,  commander  of  Tripler  Army  Medical  Center,  U.S.  Army, 
Pacific,  surgeon,  and  commander  of  the  Pacific  Regional  Medical  Command.75 

Over  the  relatively  short  period  of  a decade  from  1990  to  the  birth  of  the  new 
century,  an  unprecedented  world  order  evolved  and  formed  a unique  context  that 
shaped  the  Army  Nurse  Corps.  The  Cold  War  ended,  the  military  underwent  a 
stringent  retrenchment,  and  the  AMEDD  and  the  Army  Nurse  Corps  reinvented 
themselves.  As  this  major  transformation  was  coming  to  pass,  the  Army  and  the 
Army  Nurse  Corps  simultaneously  was  taking  part  in  a number  of  large  scale, 
challenging  combat  operations. 
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Chapter  Seventeen 

The  Army  and  the  Army  Medical 
Department  in  Operation  Desert 
Shield/Operation  Desert  Storm 


The  last  decade  of  the  20th  century  was  an  active  time  operationally  for 
the  Army,  the  Army  Medical  Department  (AMEDD),  and  the  Army  Nurse 
Corps  as  the  call  came  more  and  more  frequently  to  support  a variety  of 
strategic  deployments.  As  the  optempo  (operations  tempo)  increased,  so  too  did 
the  perstempo  or  personnel  tempo,  the  length  of  time  soldiers  were  deployed  to 
locations  away  from  their  garrison  or  permanent  base.1  Operations  in  the  1990s 
included  humanitarian,  peacekeeping,  nation-building,  and  combat  missions.  The 
campaign  of  Operation  Desert  Shield/Operation  Desert  Storm  (ODS),  a combat 
mission,  opened  the  decade  on  an  enormous  scale. 

By  the  summer  of  1990,  Saddam  Hussein,  the  president  of  Iraq,  had  driven 
his  country  into  dire  financial  straits  as  a consequence  of  an  eight-year  war  with 
neighboring  Iran.  To  replenish  his  coffers,  Hussein  first  attempted  to  persuade  his 
Organization  of  Petroleum  Exporting  Countries  partners  to  simultaneously  raise 
the  price  and  decrease  the  production  of  oil.  When  that  tactic  failed,  he  accused 
Kuwait,  another  neighboring  state  on  the  Persian  Gulf,  of  stealing  Iraqi  oil.  Ku- 
wait refused  to  submit  to  Hussein’s  demands  for  compensation,  and  as  a result  he 
ordered  the  Iraqi  army  to  march  into  and  annex  the  smaller  country.  The  invasion 
set  off  alarms  in  Saudi  Arabia,  another  neighboring  state,  who  feared  that  Hussein 
would  likewise  cross  their  borders.  Consequently,  King  Fahad  of  Saudi  Arabia 
asked  for  military  assistance  from  the  United  States.2 

U.S.  military  leaders  designated  the  first  several  months,  or  the  buildup  of 
forces  for  the  Persian  Gulf  War  I,  as  Operation  Desert  Shield  and  the  subsequent 
combat  phase  as  Operation  Desert  Storm.3  The  precombat  phase,  Operation  Des- 
ert Shield,  referred  to  all  military  operations  from  the  initial  U.S.  response  on 
6 August  1990  until  fighting  began  on  17  January  1991.  The  period  of  combat, 
Operation  Desert  Storm,  spanned  42  days  from  17  January  1991  to  28  February 
1991 , at  which  time  President  George  H.W.  Bush  ordered  a provisional  ending  of 
hostilities.  The  temporary  truce  became  a lasting  cease-fire  on  3 April  1991  with 
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the  adoption  of  the  United  Nations  Security  Council  Resolution  687.  Thereafter, 
allied  forces  withdrew  from  Iraq  over  several  months.4 

As  commander  in  chief,  President  Bush  had  articulated  four  national  security  ob- 
jectives that  guided  the  military  campaign:  the  need  to  defend  American  lives,  resist 
the  Iraqi  offensive,  remove  Iraqi  invaders  from  Kuwait,  and  restore  that  country’s 
legitimate  government.  These  goals  remained  unchanged  during  the  operations.5 

The  U.S.  military  functioned  with  an  organization  of  unified  commands,  each 
of  which  had  no  permanently  assigned  troops  of  its  own  but  was  accountable  for 
monitoring  the  security  of  large  geographical  areas  that  spanned  the  globe.6  One 
of  these,  the  U.S.  Central  Command  (CENTCOM),  was  responsible  for  north- 
east Africa  and  southwest  Asia  (SWA)  and  their  adjacent  bodies  of  water.  Thus, 
CENTCOM  and  its  commander,  General  H.  Norman  Schwarzkopf,  led  the  U.S. 
forces  during  ODS.  The  Army  component  of  CENTCOM  was  Army  Central  (AR- 
CENT),  and  it  drew  its  troops  from  Forces  Command,  which  in  turn  garnered 
support  and  assets  from  other  major  commands,  including  Health  Services  Com- 
mand (HSC).7 

The  AMEDD  mobilization  in  support  of  ODS  was  enormous,  complex,  and 
challenging.  At  that  time,  two  organizational  evolutions  were  occurring — one  re- 
lated to  a major  equipment  conversion  and  the  other  related  to  significant  doctri- 
nal transition.  The  AMEDD  was  replacing  its  Vietnam-era  Mobile  Unit,  Surgical, 
Transportable  (MUST)  hospital  configuration  with  updated  Deployable  Medical 
System  (DEPMEDS)  equipment.  Many  of  the  units  deploying  to  ODS  had  the 
MUST  equipment.  All  participants  soon  discovered  that  extreme  desert  condi- 
tions severely  challenged  the  efficient  operation  of  those  units  that  went  to  war 
with  the  MUST  setup,  and  this  forced  an  accelerated  substitution  of  DEPMEDS  in 
many  of  the  AMEDD’s  treatment  units.  The  surgeon  general  acknowledged  that 
this  hurried  changeover  was  a “monumental  task.”8 

The  28th  Combat  Support  Hospital  (CSH)  was  the  first  hospital  of  the  44th 
Medical  Brigade  to  provide  patient  care  in  the  Gulf.  It  originally  used  MUST 
equipment,  but  its  MUST  utility  packages  soon  malfunctioned  in  the  extreme 
heat  and  blowing  sand  and  abruptly  ceased  operation.  Unexpected  power  failures 
plunged  operating  rooms  into  darkness  and  sweltering  heat.  These  and  other  defi- 
ciencies soon  became  public  knowledge,  the  subject  of  stateside  media  attention, 
and  adversely  affected  morale.  Such  unfortunate  incidents,  however,  served  to 
spur  the  implementation  of  the  DEPMEDS  modernization  program.9 

The  AMEDD  was  also  transitioning  to  a new  doctrine,  Medical  Force  2000. 
During  ODS,  the  AMEDD  launched  two  major  facets  of  Medical  Force  2000:  (1) 
far  forward  surgical  care  and  (2)  enhanced  psychiatric  support.  It  used  Forward 
Surgical  Teams  (FSTs),  highly  mobile  subunits  of  the  Mobile  Army  Surgical  Hos- 
pital (MASH).  The  FSTs  operated  separately  from  their  units  of  origin  by  moving 
with  the  combat  troops  to  provide  far  forward  surgical  treatment.  The  FST  usually 
had  a staff  of  10  officers  and  10  enlisted  soldiers.  Among  the  staff  of  20  were  two 
nurse  anesthetists,  an  operating  room  nurse,  one  medical-surgical  nurse,  one  criti- 
cal care  nurse,  three  trauma  surgeons,  an  orthopedic  surgeon,  one  field  medical 
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officer  (Medical  Service  Corps),  four  emergency  medical  technicians,  three  sur- 
gical technologists,  and  three  practical  nurses.10  It  also  employed  Combat  Stress 
Control  teams  staffed  by  psychiatric  nurses,  psychiatrists,  psychologists,  social 
workers,  chaplains,  and  Judge  Advocate  General  officers  to  treat  and  expedi- 
tiously return  soldiers  with  combat  stress  to  the  battlefield.11  A measure  of  the  ef- 
ficacy of  the  Combat  Stress  Control  teams  was  the  modest  number  of  psychiatric 
patients  evacuated  from  the  theater,  a mere  2.7  per  1,000  patients.12  The  actual 
number  of  psychiatric  patients  evacuated  to  the  U.S.  Army  Europe  for  treatment 
totaled  467,  with  3 13  of  those  being  Army  soldiers.13 

Another  long-standing  doctrinal  concept,  echelons  of  care,  was  again  tested 
during  ODS  and  proved  to  be  a reliable  system,  although  the  need  for  some  minor 
modifications  surfaced.14  The  first  of  five  levels  of  care,  the  most  approximate  to 
the  line  of  fire,  was  the  attention  provided  by  the  combat  lifesaver,  a fellow  line 
soldier  given  30  additional  hours  of  medical  training  before  the  war  began.  The 
combat  lifesaver  could  apply  pressure  dressings  and  initiate  field  resuscitation  for 
his  wounded  compatriots.  On  the  same  echelon  of  care,  the  unit  level,  the  medi- 
cal aid  man  provided  limited  airway  management,  cardiopulmonary  resuscitation, 
and  arranged  for  evacuation  of  the  casualty. 

The  second  echelon  was  the  battalion  aid  station  usually  staffed  by  a general 
medical  officer  or  physician  assistant.  These  medical  staff  members  provided  care 
for  minor  problems  or  combat  stress  issues.  The  clearing  station,  an  element  of  the 
forward  support  brigade,  was  the  third  echelon  of  care.  There,  several  assigned 
physicians  could  treat  patients  and  maintain  them  for  about  three  days  in  the  clear- 
ing station’s  40  beds.  Often  at  this  same  third  echelon,  the  FST  would  provide 
casualties  with  their  first  opportunity  for  surgical  intervention. 

The  corps  hospitals— the  MASH  with  60  beds,  the  CSH  with  200  beds,  and  the 
Evacuation  Hospital  (EVAC)  with  400  beds— represented  the  fourth  echelon.  It 
soon  became  evident  in  the  Persian  Gulf  War  that  these  large  facilities  with  nu- 
merous beds  were  unnecessary.  However,  the  acuity  of  the  fewer-than-expected 
casualties  dictated  a greater  number  of  staff  for  a lesser  number  of  beds. 

The  final  echelon  of  care  during  ODS  was  found  in  the  rear  area  hospitals.  In 
these  sizable  facilities,  often  400  beds  or  greater,  seriously  ill  or  wounded  casual- 
ties received  treatment,  were  stabilized,  and  frequently  were  evacuated  out  of  the 
theater  of  operations  for  more  definitive  care. 

Another  crucial  challenge  that  the  AMEDD  faced  before  going  to  war  involved 
the  statutory  requirement  that  personnel  mobilizing  for  overseas  combat  undergo 
12  weeks  of  field  preparation  and  military  training.  Typically,  the  Officer  Ba- 
sic Course  (OBC)  fulfilled  this  requirement.  However,  in  1990,  thousands  of 
U.S.  Army  Reserve  (USAR)  and  Army  National  Guard  (ARNG)  officers  in  the 
AMEDD,  primarily  nurses,  physicians,  and  dentists,  but  also  veterinarians,  Medi- 
cal Service  Corps  (MSC),  and  Army  Medical  Specialist  Corps  officers,  had  not 
previously  attended  OBC  and  thus  were  considered  nondeploy  able.  The  Military 
Science  Division  chief  at  the  Academy  of  Health  Sciences,  Colonel  T.R.  Byrne, 
MSC,  directed  his  staff  to  expeditiously  design  a two- week  course  that— when 
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combined  with  the  USAR  and  ARNG  soldiers’  prior  professional  education  and 
background  (which  gave  constructive  credit  for  10  additional  weeks)— would 
satisfy  the  requirement.  Commonly  referred  to  as  the  “Shake  ’n  Bake”  OBC,  the 
course  had  many  iterations  that  met  in  Blesse  Auditorium  at  the  Academy  of 
Health  Sciences  and  on  a training  area  near  Salido  Creek  at  Fort  Sam  Houston, 
Texas. 

Approximately  2,000  AMEDD  USAR  and  ARNG  personnel,  who  were  billeted 
in  off-post  hotels  on  the  410  Loop,  took  part  in  the  program  from  Labor  Day  1990 
until  February  1991 . Byrne  expected  to  have  a number  of  conscientious  objectors 
participating  in  the  program.  However,  there  were  none.  What  did  materialize  was 
a group  of  disgruntled  Medical  Corps  officers,  who  were  irritated  because  they  had 
been  pulled  out  of  their  civilian  graduate  medical  education  training  to  mobilize, 
and  another  peeved  faction  composed  of  various  AMEDD  branches  that  had  been 
counting  for  years  on  their  lack  of  OBC  to  keep  them  from  combat.  There  also 
were  numerous  Army  nurses  and  MSC  officers  who  had  been  trying  to  get  seats  in 
the  class  for  years  and  were  thrilled  to  have  the  opportunity  to  attend.  Among  the 
total  number  of  participants  were  902  USAR  and  ARNG  Army  nurses. 

The  course  curriculum  focused  on  a variety  of  doctrinal,  leadership,  and  opera- 
tional subjects  and  skills.  Topics  included  the  military  and  the  AMEDD,  the  Army 
division,  staff  development  of  subordinates,  combat  stress,  movement  under  di- 
rect and  indirect  fire,  weapons  and  radio  familiarization.  Nuclear,  Biological,  and 
Chemical  protection,  the  modem  medical  system,  medical  regulating  and  patient 
evacuation,  health  care  documentation,  and  the  conduct  of  a Mass  Casualty  situ- 
ation. Numerous  course  participants— many  of  whom  were  university  faculty 
from  the  entire  spectrum  of  academic  institutions  nationwide— were  amazed  at 
the  quality  of  the  instruction  provided  mostly  by  resident  MSC  faculty  and  some 
MSC  officers  who  then  were  attending  the  Officer  Advanced  Course.  Some  con- 
sideration was  given  to  reinstating  the  “Shake  ’n  Bake”  OBC  during  the  opening 
days  of  Operation  Iraqi  Freedom;  however,  that  plan  was  not  implemented.15 

ODS  was  a massive  endeavor  that  involved  participation  by  the  total  force— 
the  Active  Army,  the  USAR,  the  ARNG,  civil  service  personnel,  and  the  retired 
population.16  In  a mobilization  whose  speed  was  unprecedented,  the  AMEDD  de- 
ployed approximately  25,000  USAR  and  ARNG  personnel  in  three  months,  in- 
cluding 12,000  to  SWA,  3,000  to  Europe,  and  10,000  more  within  the  continental 
United  States  (CONUS).  The  reserve  components  were  approximately  75  percent 
of  the  AMEDD’s  total  assets.  The  AMEDD  officer  corps,  which  included  all  com- 
ponents on  active  duty,  counted  approximately  21,800  soldiers  worldwide.  Of 
those,  8,500  were  Army  nurses,  7,300  were  physicians,  and  6,000  were  MSC  of- 
ficers. Several  thousand  AMEDD  retiree  and  reservist  volunteers  also  responded 
to  an  early  call  to  augment  the  force.17 

One  such  retiree  was  Brigadier  General  (Ret.)  Hazel  W.  Johnson-Brown,  the 
18th  chief  of  the  Army  Nurse  Corps.  Although  Johnson-Brown  had  not  worked  in 
an  operating  room  for  24  years,  she  volunteered  and  served  as  a circulating  nurse 
in  the  operating  rooms  at  Fort  Belvoir,  Virginia.  She  acknowledged  that  work- 
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ing  in  the  operating  room  was  “just  second  nature”  to  her  and  disclosed  that  she 
“was  doing  this  a long  time  in  the  Army  Nurse  Corps,  and  most  of  the  procedures 
haven’t  changed.”18  Johnson-Brown’s  volunteerism  was  but  one  expression  of  the 
patriotic  support  for  the  war  that  swept  across  the  nation. 

Of  all  three  services,  the  Army’s  medical  presence  in  ODS  was  the  largest.  The 
Air  Force  Medical  Service  sent  4,868  officers  and  enlisted  airmen  to  SWA  and 
staffed  fifteen  50-bed  air  transportable  hospitals,  33  air  transportable  clinics,  and  a 
250-bed  contingency  hospital.  A total  of  174  Air  Force  Reserve  nurses  augmented 
the  162  active  duty  Air  Force  Nurse  Corps  nurses  who  served  in  the  Gulf  during 
ODS.  The  Navy  Medical  Department  deployed  2,277  officers  and  8,943  enlisted 
sailors,  who  staffed  two  hospital  ships,  three  fleet  hospitals,  three  host  nation  fa- 
cilities, and  two  Marine  Expeditionary  Brigades  afloat.19  The  Navy  Nurse  Corps 
deployed  approximately  250  nurses  to  staff  their  hospital  ships,  the  Comfort  and 
the  Mercy,  in  the  Persian  Gulf.  They  also  assigned  21  nurses  to  their  amphibious 
assault  ships,  the  Guam  and  Iwo  Jima.  A total  of  31  nurses  deployed  in  support 
of  the  1st  Marine  Amphibious  Brigade  and  the  1st  and  2nd  Force  Service  Sup- 
port Groups.  Finally,  a contingent  of  152  Navy  nurse  reservists  staffed  three  fleet 
hospitals  erected  in  the  theater.20 

ODS  was  not  only  a joint  operation  involving  the  U.S.  Army,  Air  Force,  and 
Navy  but  also  it  was  a coalition  undertaking  that  included  a vast  array  of  allied 
forces.  Forty  countries  participated  in  ODS,  including  forces  from  the  Americas, 
the  Antipodes,  the  Pacific,  the  Far  East,  the  Middle  East,  Europe,  Scandinavia, 
and  Africa.21 

Projected  casualty  figures  for  ODS  dictated  the  need  for  18,500  beds  in  the 
SWA  theater.  It  also  called  for  a sizable  expansion  in  AMEDD  bed  resources  in 
other  locations.  Ultimately,  5 ,500  hospital  beds  were  available  in  Europe  and  pro- 
visions were  made  for  more  than  10,000  beds  in  CONUS.  In  addition,  the  Veter- 
ans Administration  provided  25,000  beds  for  casualties,  and  the  Department  of 
Defense  Health  Resources  Sharing  and  Emergency  Operations  Act  was  prepared 
for  implementation.  If  needed,  the  Department  of  Defense  would  activate  the  Na- 
tional Disaster  Medical  System  that  involved  care  in  civilian  hospitals.22 

HSC  played  a significant  role  in  the  medical  support  of  ODS  within  CONUS 
and  also  provided  additional  personnel  for  SWA  and  7th  Medical  Command  in 
Europe.  HSC: 

• simultaneously  provided  its  routine  health  care  support  for  all  beneficiaries  in 
CONUS,  Hawaii,  and  Alaska,  while  fielding  a state-of-the-art  combat  medi- 
cal service; 

• channeled  thousands  of  officers  and  enlisted  soldiers  into  CENTCOM  and 
the  AMEDD  facilities  in  Europe;  and 

• coordinated  the  massive  deployment  of  US  AR  and  ARNG  hospital  units  and 
ensured  that  they  met  required  set  readiness  criteria.23 

The  first  AMEDD  units  arrived  in  SWA  in  August  1990  including  the  44th 
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Medical  Brigade,  the  47th  Field  Hospital,  the  28th  CSH,  and  the  5th  MASH. 
Professional  Officer  Filler  System  personnel  and  Forces  Command  nurses  were 
mobilized  with  these  units  and  their  exodus  from  HSC  units  initially  created  some 
military  treatment  facility  staffing  shortages  in  CONUS.  Soon,  however,  these 
facilities  used  some  800  USAR/ARNG  and  retiree  volunteers,  and  HSC  subse- 
quently activated  additional  reservists  to  backfill  the  CONUS  and  Europe  losses. 
In  a two-phase  process,  HSC  called  24  USAR/ARNG  units  to  active  duty.  It  first 
activated  nine  hospitals  and  two  dental  units  in  August  1990  and  called  the  re- 
maining 15  units  to  active  duty  in  early  January  1991. 24 

In  theater,  the  command  organized  hospitals  into  three  Corps-level  hospital 
clusters:  (1)  Echelons  Above  Corps  (EAC),  (2)  XVIII  Corps,  and  (3)  VII  Corps. 

The  EAC  consisted  of  four  Medical  Groups,  the  XVIII  Corps  claimed  two 
Medical  Groups,  and  the  VII  Corps  had  two  Medical  Groups  and  an  EVAC  task 
force.  There  were  13,580  operating  beds  in  44  hospitals  located  in  four  countries 
(Saudi  Arabia,  Bahrain,  United  Arab  Emirates,  and  Oman),  which  was  triple  the 
amount  during  the  height  of  the  Vietnam  War.  Of  the  13,580  beds,  7,300  were  in 
EAC  units,  2,980  were  in  XVIII  Corps,  and  VII  Corps  operated  3,300.  Each  Corps 
had  a varied  mix  of  hospital  types  determined  by  the  Corps  mission.  Sixteen  of 
the  44  hospitals  came  from  the  Active  force,  while  the  USAR  activated  17  and 
the  ARNG  activated  11  facilities.  The  AMEDD  also  staffed  nine  host-nation  hos- 
pitals, and  the  Army’s  365th  EVAC  integrated  with  the  Air  Force’s  Contingency 
Hospital  in  Oman.25 

To  provide  command  and  control  for  Army  medical  assets  within  SWA,  the 
U.S.  Army  Forces  Central  Command  Medical  Group  EAC  (Provisional)  be- 
gan operation  on  6 December  1990.  The  CENTCOM  Medical  Group  served 
as  the  higher  headquarters  for  four  medical  groups.  The  VII  Corps  and  the 
XVIII  Airborne  Corps  also  provided  other  medical  assets  within  the  theater.26 

The  top  level  of  joint  leadership  in  the  theater  medical  command  structure  con- 
sisted of  a small  cadre  of  Army  and  Air  Force  colonel  and  Navy  captain  medical 
officers,  one  from  each  service.  Several  pundits  believed  that  the  rank  of  these  in- 
dividuals was  neither  adequate  nor  commensurate  with  their  responsibilities  and 
advocated  general  or  flag-rank  medical  officers  for  the  positions.  One  critic  noted 
the  “extraordinary  mismatch  between  the  size,  diversity  and  importance  of  the 
military  medical  assets  committed  in  the  Gulf  and  the  meager  command  structure 
allowed  in  the  theater  for  its  operation  and  guidance  was  obvious  to  everyone 
from  the  start.”  The  pre-ODS  CENTCOM  surgeon  was  Air  Force  Colonel  Robert 
P.  Belihar,  and  he  remained  in  that  senior  position  in  CENTCOM  for  the  duration 
of  the  war,  at  the  direction  of  General  H.  Norman  Schwarzkopf,  who  knew  and 
trusted  him.27 
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Chapter  Eighteen 

Army  Nurse  Corps  Leadership  in  Operation 
Desert  Shield/Operation  Desert  Storm 


In  the  early  days  of  the  Persian  Gulf  war,  a select  cohort  of  Army  Nurse  Corps 
leaders  advanced  into  the  spearhead  and  provided  direction  and  inspiration 
for  the  large,  widespread  assemblage  of  nurses.  The  Office  of  the  Chief  of  the 
Army  Nurse  Corps,  however,  claimed  the  ultimate  responsibility  for  oversight 
and  leadership  of  Army  nurses  with  Brigadier  General  Clara  L.  Adams-Ender  pre- 
pared to  meet  the  challenges. 

With  the  start  of  Operation  Desert  Shield  (ODS)  in  August  1990,  the  Army 
Nurse  Corps  faced  the  first  difficult  challenge  of  maintaining  peacetime  care 
without  degrading  quantity  or  quality  while  simultaneously  supporting  its  nursing 
responsibilities  for  a mobilizing  Army.  To  respond  to  these  dual  missions,  the  Of- 
fice of  the  Chief  implemented  an  operational  approach  that  made  efficient,  rapid 
responses  to  the  myriad  of  demands  feasible.  Adams-Ender  and  her  assistant, 
Colonel  John  Hudock,  delegated  significant  decision-making  powers  to  the  chief 
nurses  of  Health  Services  Command,  Forces  Command,  and  7th  Medical  Com- 
mand in  matters  related  to  the  mobilization  effort  and  authorized  them  to  com- 
municate directly  with  major  Office  of  The  Surgeon  General  directorates  such  as 
Personnel  and  Health  Care  Operations.  All  parties  coordinated  and  furnished  each 
other  feedback,  keeping  the  chief  of  the  Corps  office  aware  of  their  communica- 
tions and  providing  information  updates  and  policy  guidance  as  needed. 

In  mid- August  1990,  the  Office  of  the  Chief  also  formed  a Desert  Shield  Situ- 
ation Group  composed  of  key  Army  Nurse  Corps  officers  in  the  Military  Dis- 
trict of  Washington  to  facilitate  communication  and  policy  formulation.  Colonel 
Barbara  J.  Smith  had  been  nominated  to  become  the  Army  Central  (ARCENT) 
chief  nurse,  and  she  was  able  to  participate  in  the  Desert  Shield  Situation  Group’s 
planning  processes.  The  team  studied  several  topics,  including  clinical  issues  fo- 
cusing on  field  nursing  documentation,  treatment  of  casualties,  and  equipment 
problems.  They  also  sought  information  about  cultural  aspects  of  nursing  in  the 
Arab  world  and  disseminated  it  to  the  field.  They  liaised  with  civilian  professional 
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nursing  organizations,  sharing  information  and  addressing  professional  concerns. 
Finally,  they  focused  on  educational  matters,  recommending  that  virtually  all  offi- 
cers participating  in  Long  Term  Civilian  Health  Education  and  Training  curricula 
remain  in  their  academic  programs,  that  all  temporary  duty  courses  be  cancelled 
for  the  duration  of  the  operation,  and  that  the  Academy  of  Health  Sciences  con- 
vene a two- week  mobilization  course  for  activated  U.S.  Army  Reserve  (USAR) 
and  Army  National  Guard  (ARNG)  personnel.  The  mobilization  course  objectives 
ensured  that  those  activated  met  minimum  deployability  standards.  A total  of  902 
USAR  and  ARNG  Army  Nurse  Corps  officers  attended  the  courses  held  at  Fort 
Sam  Houston,  Texas.1 

In  mid-summer  1990,  the  end  strength  for  the  Army  Nurse  Corps  was  4,650 
officers.2  By  August,  the  Army  Nurse  Corps  anticipated  the  need  for  more  nurses 
and  called  for  USAR/ ARNG  and  retiree  volunteers.  More  than  800  responded, 
but  not  all  immediately  reported  for  active  duty.  Based  on  need,  specialty,  and 
rank,  the  Corps  activated  a majority  of  these  officers  early  in  the  operation.  More 
than  8,000  Army  Nurse  Corps  officers  were  available  to  serve  worldwide  on  ac- 
tive duty  during  ODS.  This  included  the  mobilization  of  approximately  3,450 
USAR  and  ARNG  Army  nurses.3  Only  3 1 Army  nurses  were  released  from  active 
duty  for  reasons  of  hardship  or  community  essentiality  during  the  period.4  To 
prepare  for  a possible  need  for  even  more  nurses,  the  Corps  reviewed  the  records 
of  retired  Army  nurses  in  August  1990  in  anticipation  of  an  involuntary  call-up, 
but  this  did  not  prove  necessary  because  a number  of  retirees  did  step  forward  and 
returned  to  active  duty.5 

The  Army  implemented  a stop-loss  program  on  1 September  1990  that  halt- 
ed voluntary  separations  for  all  personnel  involved  in  direct  support  of  ODS.6 
By  February  1991,  stop-loss  had  affected  148  Army  Nurse  Corps  officers  who 
were  involuntarily  extended  on  active  duty.  The  Army  also  temporarily  discon- 
tinued the  practice  of  requiring  those  officers  twice  nonselected  for  promotion  to 
separate  from  the  service,  but  initially  allowed  retirements  for  time  in  service  to 
proceed  as  usual.7  After  5 December  1990,  approved  voluntary  retirements  were 
suspended  indefinitely.8  To  stabilize  and  balance  personnel  strengths,  the  Army 
also  involuntarily  extended  officers  serving  on  overseas  tours  in  foreign  countries 
as  well  as  Hawaii  and  Alaska.9 

By  16  January  1991,  when  the  air  campaign  began,  2,265  Army  nurses  were 
serving  in  the  Persian  Gulf.10  At  the  conclusion  of  the  ground  war  on  28  February 
1991, 2,215  Army  Nurse  Corps  officers  were  on  duty  in  Southwest  Asia.11  As  of 
April  1991,  required  strength  of  the  Army  Nurse  Corps  in  Southwest  Asia  was 
2,211  and  2,214  Army  nurses  were  assigned  there.12 

The  ARCENT  surgeon,  Colonel  Demetrios  G.  Tsoulous,  specifically  requested 
that  Colonel  Barbara  Jean  Smith,  an  Army  nurse  with  extensive  field  experience, 
serve  as  the  ARCENT  chief  nurse  during  ODS.13  Although  Smith  learned  of  her 
assignment  to  this  position  in  late  August  1990,  she  did  not  depart  from  the  con- 
tinental United  States  until  12  November  1990  but  was  in  the  country  when  U.S. 
Army  Forces  Central  Command  Medical  Group  (Echelons  Above  Corps)  (Provi- 
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Front  row  from  left  to  right.  Lieutenant  Colonel  Maureen  Combs,  chief  nurse  of  the  86th  Evacuation 
Hospital  and  Colonel  Barbara  J.  Smith,  ARCENT  chief  nurse,  pose  with  a few  key  officers  from  the 
86th,  second  row,  from  left  to  right,  Major  Mary  Glenn,  Major  Kathleen  Simpson,  Lieutenant  Colonel 
Jean  Purdom,  and  Lieutenant  Colonel  Deborah  Castellan  during  a staff  visit  in  the  desert. 

Photo  courtesy  of  Colonel  Barbara  J.  Smith,  West  Columbia,  SC. 


sional)  commenced  operation  on  6 December  1990.  She  recalled  that  the  delay 
was  exceedingly  difficult,  but  she  studied  the  annual  reports  of  the  chief  nurses  in 
Vietnam,  read  geographical  updates  of  conditions  in  the  Gulf,  and  collected  per- 
tinent nursing  care  references,  hospital/nursing  regulations,  and  other  published 
planning  guidance  such  as  relevant  field  manuals.  Smith  also  asked  Adams-Ender 
for  autographed  copies  of  her  portrait,  which  she  eventually  presented  to  each 
hospital  chief  nurse  as  she  visited  their  units.  Smith  carried  three  duffle  bags  of 
predominantly  professional/leadership  materials  with  a minimum  of  personal  be- 
longings on  her  trip  overseas.14 

A crowded  office  building  in  Riyadh  housed  the  ARCENT  headquarters.  There, 
Tsoulous  gave  Smith  “a  lot  of  latitude”  and  autonomy  to  do  what— in  her  judg- 
ment—needed  to  be  done.15  She  described  her  position  as  predominantly  a staff 
role  that  stressed  support  activities  and  fostered  developmental  programs.  She 
envisioned  another  of  her  responsibilities  as  promoting  collaboration  and  team 
building  among  the  nurses  as  they  erected  hospitals  and  cared  for  casualties.16 

Smith  made  it  a priority  to  visit  personally  the  extensive  network  of  U.S.  Army 
hospitals  to  mitigate  the  sense  of  isolation  among  nurses  serving  in  remote  areas. 
She  firmly  believed  “that  her  presence  and  her  caring  attitude  had  to  be  felt  by 
the  chief  nurses  and  the  nursing  staff’  who  were  living  and  working  in  extremely 
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Colonel  Barbara  J.  Smith,  ARCENT  chief  nurse,  plots  out  a route  for  a journey  across  the  desert  ac- 
companied by  Colonel  Philip  Aim,  the  ARCENT  chief  of  veterinary  medicine  during  Operation  Desert 
Storm.  In  accordance  with  Saudi  customs,  Smith  could  not  drive  and  did  not  travel  alone. 

Photo  courtesy  of  Colonel  Barbara  J.  Smith,  West  Columbia,  SC. 


harsh  conditions.  Thus,  about  half  of  Smith’s  time  was  spent  on  the  road,  often 
traveling  at  a snail’s  pace  over  lengthy  distances  on  hazardous  thoroughfares. 
The  scarcity  of  military  vehicles  and  the  Saudi  prohibition  banning  women  from 
driving  or  traveling  alone  complicated  her  efforts.  These  circumstances  compelled 
Smith  to  coordinate  her  travel  plans  with  other  male  staffers  to  make  team  visits 
to  far-flung  hospitals  situated  across  the  Saudi  Arabia  desert.  She  often  spent  long 
hours  or  even  days  confined  in  vehicles  with  the  same  individuals,  and  conditions 
sometimes  called  for  a generous  measure  of  restraint  and  a determinedly  positive 
attitude.17 

One  of  Smith’s  first  actions  was  to  visit  Lieutenant  Colonel  Ruth  Cheney,  the 
chief  nurse  of  the  44th  Medical  Brigade,  in  Dhahran.  Soon  after  her  arrival,  Smith 
and  Cheney  conferred  with  all  the  44th  Medical  Brigade  chief  nurses,  ironing  out 
various  nursing  issues  such  as  facility  problems,  standard  operating  procedure 
development,  the  improvement  of  forms,  and  other  patient  care  concerns.18 

While  on  her  rounds.  Smith  usually  prefaced  her  visits  with  an  informative 
briefing,  updating  the  nurses  about  happenings  in  the  continental  United  States, 
sharing  how  citizens  in  the  United  States  supported  their  efforts,  and  bringing 
greetings  from  Adams-Ender.  During  these  sessions.  Smith  was  continually  im- 
pressed with  “the  enthusiasm  and  can-do  attitude”  of  the  Army  Medical  Depart- 
ment soldiers.  She  acknowledged,  however,  that  there  usually  were  one  or  two 
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Colonel  Barbara  J.  Smith  (left)  and  Lieutenant  Colonel  Ruth  Cheney,  chief  nurse  of  the  44th  Medical 
Brigade  in  Dhahran  (right)  meet  for  an  update  and  discussion  of  issues. 

Photo  courtesy  of  Colonel  Barbara  J.  Smith,  West  Columbia,  SC. 

“unhappy  campers”  in  a unit.  Nevertheless,  most  “were  wonderful— flexible  and 
ready  to  help  in  whatever  situation.”19 

Smith  attempted  to  anticipate  problems  and  solve  issues  before  they  surfaced. 
Specifically,  she  conferred  with  the  nurse  consultant,  then-colonel  Nancy  R.  Ad- 
ams, and  subsequently  adapted  peacetime  methods  of  documentation  to  more  ap- 
propriate forms  suitable  for  use  in  combat.  She  stressed  the  need  for  additional 
in-theater  education  focusing  on  handling  chemically  contaminated  casualties 
and  Advanced  Trauma  Life  Support  and  supported  the  progress  of  training  teams 
moving  from  hospital  unit  to  hospital  unit  to  share  information  on  these  topics. 
Smith  noted  that  participation  in  the  classes  and  attention  to  the  instruction  was 
extremely  high  due  to  the  life-or-death  nature  of  the  subject  matter.20 

Language  and  cultural  barriers,  particularly  in  host  nation  hospitals,  were  prob- 
lems. Cultural  proscriptions  banned  Saudi  women  from  working  as  nurses,  mean- 
ing that  virtually  all  nurses  in  that  nation’s  hospitals  were  foreigners.  Most  spoke 
English,  but  communication  was  still  problematic.  Some  of  the  foreign  nurses 
were  unaccustomed  to  dealing  with  advanced  technology,  which  complicated 
matters.  U.S.  Army  nurses’  willingness  to  share  their  knowledge— teaching  the 
use  of  gas  masks,  the  basics  of  cardiopulmonary  resuscitation,  and  the  care  of 
trauma  victims,  and  assisting  with  the  development  of  Mass  Casualty  disaster 
plans— facilitated  their  integration  into  these  host  nation  hospitals. 

The  care  of  Enemy  Prisoners  of  War  and  displaced  civilians  was  another  chal- 
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lenge  met  proactively.  It  required  anticipatory  guidance  and  serious  attention,  and 
produced  ethical  dilemmas  and  diversion  of  sometimes  scarce  resources  needed 
for  the  care  of  allied  forces.  Smith  fostered  a spirit  of  cohesion  and  cooperation 
to  overcome  these  inevitable  obstacles.21  Overall,  she  functioned  as  “a  supporter, 
communicator,  facilitator,  and  a consultant.”22 

The  echelons  of  nursing  administration  below  the  chief  nurse,  ARCENT,  within 
Southwest  Asia  included  Lieutenant  Colonel  Ruth  Cheney,  the  chief  nurse  of  the 
44th  Medical  Brigade  of  the  XVIII  Airborne  Corps;  Lieutenant  Colonel  Alice 
Davidson,  chief  nurse  of  the  332nd  Medical  Brigade  out  of  the  VII  Corps;  and  the 
chief  nurses  in  the  Echelons  Above  Corps  that  fell  under  the  ARCENT  chief  nurse, 
Colonel  Smith.23  Serving  beneath  Cheney  were  the  1st  and  62nd  Medical  Group 
chief  nurses,  Lieutenant  Colonel  Elizabeth  Heil  and  Colonel  Rita  Hutcheson.24 
Under  Davidson  in  the  332nd  Medical  Brigade,  Lieutenant  Colonel  Susan  Mal- 
lot  was  chief  nurse  of  the  341st  Medical  Group,  Lieutenant  Colonel  Jackie  Tyler 
served  as  chief  nurse  of  the  127th  Medical  Group,  and  Major  (P)  Wendy  Bottom- 
ley  filled  the  position  of  chief  nurse  of  the  Evacuation  Hospital  Task  Lorce.  In  the 
Echelons  Above  Corps  hospitals,  the  chief  nurses  of  the  803rd,  202nd,  244th,  and 
173rd  Medical  Groups  were  Colonel  Maureen  Holland,  Lieutenant  Colonel  Mari- 
anne Mathewson-Chapman,  Major  John  Shank,  and  Lieutenant  Colonel  Joyce 
Mezzano,  respectively.  Each  medical  group  consisted  of  three  to  seven  hospital 
units.25  The  medical  group  chief  nurses  advised  the  group  commander  on  nursing 
matters,  established  and  monitored  standards  of  nursing  practice  and  supervised 
its  performance,  established  guidelines  for  the  utilization  of  nursing  staff,  cre- 
ated and  operated  educational  programs  for  nurses,  coordinated  nursing  activities 
among  the  chief  nurses  of  their  subordinate  hospitals,  and  liaised  with  the  medical 
brigade  chief  nurse.26 

Lieutenant  Colonel  Ruth  Cheney’s  experiences  as  chief  nurse  of  the  44th  Medi- 
cal Brigade  in  ODS  were  illustrative  of  nursing  administration  at  the  corps  level. 
Cheney,  a Vietnam  veteran  like  Smith,  also  had  extensive  field  nursing  experi- 
ence.27 She  signed  into  the  44th  Medical  Brigade  at  Fort  Bragg  on  19  June  1990 
and  had  only  a few  weeks  to  settle  into  her  new  role  when  preparations  for  ODS 
began.  In  the  predeployment  phase,  she  immediately  confronted  several  issues. 
They  included  concerns  about  staffing,  supplies,  nuclear,  biological,  and  chemi- 
cal protection,  quality  of  patient  care,  medical  regulating,  staff  health  and  morale, 
locations  of  hospital  units,  and  education,  among  others.28 

Cheney  arrived  at  Dhahran  Air  Base  in  Saudi  Arabia  with  an  advance  party  on 
30  August  1990.  Buses  transported  the  group  to  Dragon  Base,  XVIII  Airborne 
Corps  headquarters.  Although  forewarned  about  the  differences  in  the  status  of 
women  in  Saudi  Arabia,  this  bus  trip  was  Cheney’s  first  face-to-face  encounter 
with  Saudi  cultural  beliefs.  The  bus  had  a back  door  labeled  “ladies  entrance”  that 
allowed  women  to  enter  a segregated  area  in  the  rear  of  the  bus.  Both  male  and 
female  soldiers  loaded  into  the  bus  ignoring  these  signs,  but  Cheney  was  surprised 
by  such  a flagrant  exhibition  of  gender  segregation  in  spite  of  the  prebriefings  she 
attended  focusing  on  Middle  East  culture.  On  the  other  hand,  the  Saudis  gener- 
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From  left  to  right,  Lieutenant  Colonel  Marianne  Mathewson-Chapman,  deputy  chief  nurse  of 
ARCENT,  Lieutenant  Colonel  Joyce  Mezzano,  173rd  Medical  Group  chief  nurse,  and  Colonel  Bar- 
bara J.  Smith,  ARCENT  chief  nurse,  departing  from  a visit  to  the  300th  Field  Hospital  during  Opera- 
tion Desert  Storm. 

Photo  courtesy  of  Colonel  Barbara  J.  Smith,  West  Columbia,  SC. 

ally  treated  her  with  kindness  and  respect  and  on  one  occasion  a Saudi  military 
policeman  spontaneously  presented  her  with  a bouquet  of  roses.  She  also  was 
impressed  with  the  various  forms  of  subtle  encouragement  offered  by  the  Saudi 
women,  many  of  whom  discreetly  flashed  the  American  servicewomen  a “V  for 
victory”  sign,  waved,  or  passed  notes  expressing  support  for  the  servicewomen 
and  their  efforts.29 

Cheney  routinely  greeted  incoming  Army  nurses  and  briefed  them  on  the  mili- 
tary medical  system  in  Saudi  Arabia  and  Bahrain,  warned  them  about  expected 
Iraqi  use  of  chemical  weapons,  instructed  them  on  local  alcohol  prohibitions  and 
uniform  policies,  and  responded  to  queries.  The  most  frequently  posed  question 
by  new  arrivals  was  how  long  they  would  be  in  Saudi  Arabia.  Cheney  always 
replied,  “Plan  on  a year  and  be  pleasantly  surprised  if  it’s  less.”  The  44th  Medical 
Brigade  also  provided  arriving  Army  nurses  with  a classified  tactical  briefing.30 
The  sessions  triggered  reality  shock  and  became  a moment  of  truth  for  the  major- 
ity of  the  arrivals  once  they  grasped  the  seriousness  of  the  combat  situation.31 

This  then  was  the  leadership  matrix  that  provided  guidance  and  support  to  the 
thousands  of  Army  nurses  who  deployed  to  the  desert.  Its  foundations  resided  in 
the  meticulous  pre-combat  planning  that  anticipated  the  actual  event.  As  a result 
of  this  planning,  the  mission  by  and  large  progressed  according  to  plan,  apart  from 
the  random,  irksome,  yet  inevitable,  glitches. 
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Chapter  Nineteen 

Army  Nurse  Corps  Activities  in  Combat 
Hospitals  in  Operation  Desert  Shield/ 
Operation  Desert  Storm 


otal  of  44  hospital  units  were  operational  in  the  Persian  Gulf  theater.  The 


ixperiences  the  six  presented  here  paint  a picture  of  the  contributions  all 


\rmy  Nurse  Corps  officers  made  during  the  campaign.  Their  collective 
experience  can  be  extrapolated  to  the  aggregate  nursing  force  deployed  to  the 


The  47th  Field  Hospital  (FH)  was  the  first  44th  Medical  Brigade,  XVIII  Corps, 
hospital  in  the  Gulf.1  The  main  body  of  the  unit  deployed  from  its  home  base, 
Fort  Sill,  Oklahoma,  on  27  August  1990  and  settled  on  the  island  of  Bahrain  on 
“an  absolutely  barren  piece  of  desert”  some  distance  from  the  support  of  brigade 
headquarters.  Daily  temperatures  topped  out  at  130°  F,  and  the  unit  faced  an  im- 
mense task  of  establishing  a field  hospital  in  a primitive  environment.2 

“Setting  up”  a field  hospital  in  the  Gulf  included  not  only  erecting  outer  structures  and  functionally 
placing  beds,  supplies,  and  equipment,  but  also  building  floors  to  decrease  sand  encroachment,  ac- 
quiring latrines  and  showers,  building  shelving  for  a variety  of  uses,  building  walkways,  establishing 
living  quarters,  mess  facilities,  communications  area,  TOC  [Tactical  Operations  Center] , headquarters, 
preparing  compound  security,  and  other  time  consuming  and  labor  intensive  details.  Those  with  car- 
pentry skills  and  tools  were  much  in  demand.  After  building  the  basics,  units  went  on  to  add  personal 
touches  like  street  signs,  tent  names,  “veranda”  chairs  and  swings.3 

The  hospital  became  operational  on  5 September  1990,  just  nine  days  after  its 
departure  from  its  home  station.  When  factoring  in  travel  time,  time  differences, 
jet  lag,  fatigue,  and  logistical  deficiencies,  this  deployment  time  was  outstanding. 
The  hospital  opened  with  six  intensive  care  unit  (ICU)  beds  and  two  operating 
room  tables.  It  was  housed  in  two  TEMPERS  loaned  to  the  47th  FH  by  the  Air 
Force,  and  an  Emergency  Medical  Treatment  tent.  From  the  earliest  days  the  sis- 
ter services  helped  the  47th  FH,  which  had  no  organic  support.  Before  the  unit’s 
departure  from  the  continental  United  States,  Reynolds  Army  Community  Hos- 
pital at  Fort  Sill  lent  a variety  of  equipment  to  the  47th  FH,  such  as  abdominal 
staple  guns,  monitors,  and  other  instruments.  In  the  Gulf,  the  U.S.  Marine  Corps 


desert. 
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furnished  the  unit  with  fuel  for  their  generators  and  vehicles.  The  47th  FH  bor- 
rowed additional  equipment  from  the  local  Bahrain  Defense  Forces  hospital,  the 
82nd  Airborne  Division,  and  from  the  Navy’s  Fleet  Hospital  Six.  In  exchange  for 
the  bartered  medical  equipment,  the  47th  FH  shared  various  pieces  of  its  non- 
medical equipment.  Reflecting  on  this  arduous  scavenger  hunt  for  supplies  and 
equipment,  the  chief  nurse,  Colonel  Kathryn  Deuster,  remarked  “there  is  no  ad- 
vantage in  getting  medical  personnel  to  the  theater  of  operation  quickly,  if  they 
have  nothing  to  work  with  when  they  get  there.”4 

The  47th  FH’s  personnel  constantly  improvised  to  provide  care  for  their  patients, 
but  difficulties  plagued  the  effort.  The  44th  Medical  Brigade  commander,  Colo- 
nel Jerome  Foust,  was  dissatisfied  with  the  unit’s  level  of  military  discipline  and 
relieved  the  hospital  commander  when  one  member  of  the  unit  violated  the  ban 
on  alcohol.  Confusion  existed  about  whether  the  47th  FH  would  remain  assigned 
to  the  44th  Medical  Brigade.  On  15  December  1990,  the  47th  FH  transferred  out 
of  44th  Medical  Brigade’s  control  and  became  assets  of  Echelons  Above  Corps, 
a decision  that  the  44th  Medical  Brigade  opposed.  The  hospital  then  relocated  to 
King  Khalid  Military  City.5 

Additionally,  the  47th  FH’s  issued  equipment  was  Prepositioning  of  Material 
Configured  to  Unit  Sets  (POMCUS),  a tent  facility  that  had  been  in  storage  in 
Bahrain  since  1968,  but  all  involved  judged  the  Vietnam-era  POMCUS  facility 
and  equipment  as  unfamiliar,  inadequate,  and  antiquated.6  Packing  lists,  for  in- 
stance, did  not  match  the  supply  containers’  contents.  The  canvas  tents  and  air 
mattresses  had  dry  rot.  Rubber  components  on  equipment  had  dried  up  after  years 
in  non-air-conditioned  storage.  Very  little  in  the  way  of  blood  pressure  cuffs, 
stethoscopes,  medicines,  and  monitoring  equipment  was  included,  but  the  condi- 
tion and  amount  of  linens,  bedpans,  and  operating  room  tables  were  adequate.7  On 
a larger  scale,  the  facility’s  environmental  control  units  were  unequal  to  dealing 
with  the  extremely  hot,  humid  weather.  Still,  the  nursing  staff  performed  well. 
Cheney  observed  that  they  “needed  frequent  positive  feedback  from  me  regarding 
accomplishments.  Because  it  was  earned,  it  was  always  a pleasure  to  give.” 

The  47th  FH  nurses  helped  to  establish  and  man  the  first  Stress  Treatment  Facil- 
ity in  the  Gulf  to  provide  rest  and  relaxation  for  soldiers  suffering  from  stress  and 
coping  problems  so  they  could  expeditiously  return  to  duty.8  The  soldiers,  who 
were  not  considered  to  have  a psychiatric  disease,  spent  72  hours  in  the  program 
attending  classes  on  anger  management,  stress  control,  and  assertiveness.  Group 
therapy  sessions  allowed  for  frustration  venting  and  they  built  mutual  group  sup- 
port. Sporting  activities  fostered  team  building  and  cohesion.  Work  therapy  proj- 
ects, such  as  filling  sandbags  or  building  bunkers,  averted  boredom,  tested  the 
soldiers’  readiness  to  return  to  their  units,  provided  anger  relief,  and  furnished  the 
hospital  with  much-needed  protection.  Major  Dina  Sine  and  Captain  Imelda  J. 
Weddington  led  the  facility,  which  was  staffed  by  the  47th  FH  nurses,  an  occupa- 
tional therapist,  and  enlisted  medics,  but  was  situated  nearby  at  the  28th  Combat 
Support  Hospital  (CSH)  across  the  causeway  in  Saudi  Arabia.9  On  1 November 
1990,  a psychiatric  team  replaced  the  47th  FH  personnel  and  praised  the  original 
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team’s  efforts.10  The  program  was  a good  example  of  the  successes  that  nurses 
could  achieve  when  the  creative  enthusiasm  of  junior  officers  and  enlisted  medics 
was  coupled  with  the  interest  and  support  of  the  senior  leadership. 

Captain  Linda  Groetken,  a 47th  FH  staff  nurse,  penned  “One  Day  in  the  Life  of 
a Staff  Nurse,”  a depiction  of  an  Army  nurse’s  typical  day  in  the  Persian  Gulf: 

0500— Woke  up  ...  to  see  dawn  emerging  over  the  beach.  Quietly  I get  up  off  my  cot  so  I won’t 
disturb  the  twelve  other  women  that  share  this  GP  Medium  tent.  ...  eat  some  fruit  . . . and  enjoy  the 
simple  vista  of  white  sand,  white  rock,  blue  sky  and  blue  sea. 

0600— Walked  across  to  Med-Surg  Ward  #1.  . . Fourteen  patients  occupy  the  tent.  One  is  going 
to  surgery  for  an  Open  Reduction  Internal  Fixation  of  the  right  arm  while  two  others  are  recover- 
ing from  pneumonia.  The  rest  are  convalescing  from  knee  surgery,  low  back  pain,  hernia  repairs  or 
gastroenteritis.  . . . 

0800— Send  those  convalescing  . . . who  can  walk  to  . . . showers  while  we  get  basins  for  bed  baths 
to  the  few  remaining  patients.  I really  appreciate  the  field  surgical  sink.  Just  press  a lever  and  water 
comes  out.  . . . 

0900— An  IV  infiltrates  and  it’s  time  to  start  another.  We’ve  already  made  up  an  IV  start  tray, 
but,  ...  no  IV  catheters.  I find  one  with  a two  inch  needle— the  smallest  I could  find,  but  it  does  the 
trick.  The  order  calls  for  a heparin  lock,  but, ...  we  have  none. . . We  do,  however,  have  a box  of  exten- 
sion tubing  with  no  obvious  requirement  for  them.  A little  innovative  adaptation  and  an  extension  tube 
is  transformed  into  a heparin  lock.  Thus  we  save  a patient  from  hassle.  . . . 

1000— Gas  alarm  drill.  We  all  don  protective  [gas]  masks,  . . . and  wear  them  for  15  minutes.  My 
optical  inserts  make  it  more  difficult  for  me  to  see  and  my  movements  are  as  graceful  as  a gorilla. 
My  nose  itches  and  I scratch  the  voicemitter  in  a fruitless  attempt  to  relieve  it.  I continue  to  work  as 
usual.  . . . 

1200—1  finish  reporting  off  . . . and  walk  ...  to  the  mess  hall  for  lunch. 

1300—.  . . Time  for  ADLs  [activities  of  daily  living].  First  I take  a load  of  laundry  down  to  the 
showers.  In  the  back  are  garbage  cans  where  I wash  my  clothes,  darks  first,  then  whites.  I jump  in  and 
stomp  around  to  Billy  Joel,  my  agitation  cycle.  Rinse  twice,  . . . then  wring  and  hang  on  the  clothes 
line.  By  this  time  I’m  exhausted  and  vow  I will  never  take  my  washer  and  dryer  for  granted  again. 

1430— Polished  my  boots  as  I catch  a tan  on  my  face  and  arms.  This  task  is  much  easier  in  the  heat 
and  the  sun  as  my  polish  is  almost  liquid  and  goes  on  very  smoothly. 

1530— Mail  call!  Great  day!  ...  I get  a real  haul:  one  package  of  books  and  two  of  various  snacks. 
Now  where  to  put  it?  Resolve  some  of  this  problem  by  promptly  eating  a package  of  cookies  and 
sharing  a canister  of  potato  chips.  The  rest  I store  under  my  bed  with  some  in  the  foot  locker  for  those 
midnight  snack  attacks. 

1600— The  wind  has  died  down  somewhat.  Time  to  sweep  the  bed,  then  the  floor.  I know  it’s  an 
endless  task,  but,  I feel  better  knowing  I’ve  rearranged  the  sand  for  the  present. 

1630— Formation  and  accountability.  Yes,  I am  here.  . . . 

1700— Time  for  PT.  I dress  in  the  less  than  flattering  PT  uniform  ...  I feel  so  light  on  my  feet  the 
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miles  just  fly  by.  A nice  breeze  off  the  beach  keeps  the  sweat  from  drenching  me. 

1745— Time  to  shower.  . . . The  cool  water  feels  so  refreshing  as  it  washes  off  a long  day’s  sweat. 

1900— Back  up  to  supper— a real  social  occasion.  Spaghetti  tonight  with  parmesan  cheese  on  the 
table. 

2030— Back  to  the  tent.  Afraid  I will  have  to  miss  the  movie  at  the  MWR  [Morale,  Welfare,  Rec- 
reation] tent  tonight— up  early  and  will  have  to  go  to  bed  early  so  I can  start  another  day.  I write  the 
day’s  events  in  my  journal  before  I sleep— who  knows,  maybe  someday  I’ll  write  an  article  about  it 
or  maybe  even  a book.  . . ." 

Although  her  day  was  busy  and  filled  with  essential  chores,  Groetken  was  work- 
ing a six-hour  shift  at  this  point  during  Operation  Desert  Shield/Operation  Desert 
Storm  (ODS).  Deuster  explained  that  duty  schedules  were  modified  according  to 
circumstances,  and  the  nursing  staff  only  worked  for  as  many  duty  hours  as  were 
necessary.  At  various  times,  this  could  be  four-,  six-,  or  eight-hour  shifts.  Every 
effort  was  made  to  give  time  off  equitably.  The  supervisors  routinely  worked  12- 
hour  shifts  but  were  not  compelled  to  be  within  the  hospital  for  the  entire  shift. 
The  supervisor  did  have  to  remain  readily  available,  making  frequent  rounds,  be- 
cause many  of  the  staff  nurses  were  young  and  inexperienced  and  many  did  not 
carry  medical-surgical  nursing  as  their  primary  area  of  concentration.12 

The  47th  CSH  was  another  hospital  that  deployed  early  to  the  desert.  The  Ma- 
digan  Army  Medical  Center,  Washington  unit,  received  its  alert  notification  for 
ODS  on  10  August  1990.  It  deployed  to  the  Persian  Gulf  in  September  1990  and 
became  operational  within  a few  weeks.  From  October  1990  until  January  1991, 
its  37  Army  Nurse  Corps  officers  staffed  the  160-bed  Medical  unit,  Self-con- 
tained, Transportable;  Mobile  Unit,  Surgical  Transportable  (MUST)  and  provided 
combat  service  support  to  the  24th  Infantry  and  the  1st  Cavalry  Division  in  Saudi 
Arabia. 

Like  many  other  units,  the  47th  CSH  began  its  transformation  into  Deploy- 
able Medical  System  (DEPMEDS)  equipment  in  December  1990  and,  while  in 
this  state  of  flux,  the  unit  managed  to  care  for  3,261  ambulatory  patients  and  509 
hospitalized  patients,  and  also  carried  out  112  surgical  cases,  predominantly  or- 
thopedic and  sports  injuries,  in  its  MUST  facility.  The  majority  of  illnesses  treated 
at  this  time  were  cases  of  asthma,  dehydration,  and  diarrhea.  The  unit  also  pro- 
vided care  for  a number  of  soldiers  with  flash  bums  that  resulted  from  the  use  of 
improper  fuel  to  bum  latrine  cans. 

Once  the  ground  war  started,  the  47th  CSH's  mission  dramatically  changed. 
It  became  a mobile  surgical  hospital  with  24  intensive  care  beds,  four  operating 
rooms,  and  support  services  such  as  a pharmacy,  radiology  unit,  blood  bank,  and 
laboratory.  Its  staff  stabilized  casualties,  performed  life-  or  limb-saving  surgery, 
and  evacuated  the  wounded  to  rear-echelon  hospitals  within  the  span  of  a few 
hours.  Ordered  to  move  north  into  Iraq,  the  unit  endured  a “bone-jarring,  exhaust- 
ing, 3-day  convoy  across  the  open  desert  riding  and  sleeping  in  the  back  of  5 ton 
trucks,  through  stand  [sic]  storms,  rain,  and  winds  up  to  50  mph.”  On  the  evening 
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Standing  left  to  right  are  Lieutenant  Colonel  Jeannette  Zunino,  Colonel  Kathryn  P.  Deuster,  Lieutenant 
Colonel  Peggy  Garifino,  Lieutenant  Colonel  Carolyn  Wier,  Lieutenant  Colonel  Chantal  Middleton, 
Lieutenant  Colonel  William  Mathia,  and  Lieutenant  Colonel  Daniel  Dolenar.  Kneeling  left  to  right 
are  Major  Dana  Gruber  and  SFC  Atkinson.  All  were  staff  of  the  47th  Field  Hospital  at  Sheikh  Isa  Air 
Base  in  Bahrain. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


of  27  February  1991,  they  expeditiously  erected  their  DEPMEDS  equipment  un- 
der blackout  conditions  and  proceeded  to  care  for  Iraqi  soldiers,  wounded  civil- 
ians, and  a few  American  casualties.  At  the  time  of  the  cease-fire,  the  47th  CSH 
was  the  most  forward  deployed  hospital,  more  than  100  miles  into  enemy  territory. 

After  Desert  Storm,  the  47th  CSH’s  chief  nurse,  Lieutenant  Colonel  Harvey  O. 
Stowe,  attributed  the  Department  of  Nursing’s  success  to  its  resolution  to  assume 
a positive  attitude  and  to  take  special  pride  in  their  responsibilities  from  the  start. 
This  led  them  to  organize  their  wards  for  the  highest  efficiency  and  optimal  patient 
care,  a complex  challenge  in  the  austere  environment  of  combat.  Stowe  believed 
that  the  fact  that  all  the  nurses  came  from  the  same  medical  center  was  important 
because  it  promoted  cohesion  based  on  established  relationships  not  only  among 
themselves  but  also  with  other  professional  staff.  Additionally,  the  nurses  who 
stayed  behind  at  Madigan  offered  significant  support  in  the  form  of  letters  and 
care  packages  that  reminded  those  who  had  deployed  that  they  remained  a part  of 
a home  unit  that  was  concerned  for  their  welfare.  Stowe  also  considered  the  strong 
emphasis  placed  on  nursing  education  important.  Two  Army  nurses  prepared  and 
organized  a selection  of  classes  that  was  presented  throughout  the  mobilization 
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and  in  the  final  analysis  enhanced  the  nurses’  combat  readiness.  Their  reaction 
to  a loud  explosion  while  in  Iraq  demonstrated  the  value  of  the  instruction.  One 
morning,  the  hospital  shook  after  a tremendous  blast.  The  nursing  staff  members 
automatically  threw  on  their  helmets  and  flak  jackets  and  positioned  their  patients 
on  the  floor.  Fortunately,  the  explosion  was  not  from  hostile  fire,  but  it  did  demon- 
strate that  the  nurses  had  internalized  the  lessons  of  combat  nursing. 

The  Department  of  Nursing  philosophy,  clearly  articulated  early  in  the  deploy- 
ment, also  contributed  to  its  positive  outcomes.  Based  on  the  premise  that  staff 
members  succeed  when  they  fully  understand  expectations,  the  leadership  pro- 
mulgated a set  of  precepts  to  guide  them  and  promote  an  atmosphere  conducive 
to  teamwork.  These  guiding  principles  stressed  that  constant,  reflexive  agreement 
and  accord  would  likely  stifle  the  group’s  processes  of  creative  thinking.  They 
warned  the  staff  to  say  what  they  mean  and  mean  what  they  say  because  rapidly 
identifying  core  questions  in  a combat  setting  was  imperative.  The  guidance  af- 
firmed that  the  nurses  were  first  and  foremost  there  for  the  soldiers,  who  deserved 
dedicated  respect  and  caring.  Another  injunction  reminded  nurses  to  care  for  their 
staff  with  compassion,  concern,  and  determination.  All  Army  nurses  had  to  have 
the  backbone  to  make  judgments  and  stand  by  their  decisions.  Micromanage- 
ment was  frowned  upon,  and  leadership  by  example  encouraged.  Nurses  planned 
for  the  worst  and  remained  flexible,  finding  that  this  approach  allowed  them  to 
handle  almost  constant  change  with  only  slight  adjustments.  The  efficient  and 
cohesive  47th  CSH  Department  of  Nursing  achieved  success  by  assiduously  plan- 
ning, training,  and  toiling  to  exceed  expectations.13 

The  85th  Evacuation  Hospital  (EVAC),  a Table  of  Organization  and  Equip- 
ment unit  from  Fort  Lee,  Virginia,  also  prepared  to  deploy  to  Saudi  Arabia  in 
late  summer  1990.  The  unit  predictably  faced  a series  of  challenges.  Almost  im- 
mediately, three  distinct  groups— the  non-Fort  Lee  Professional  Officer  Filler 
System  (PROFIS)  officers  who  were  billeted  in  an  off-post  motel,  the  Fort  Lee 
PROFIS  personnel  who  resided  at  their  homes  during  the  preparatory  phase,  and 
the  permanently  assigned  Table  of  Organization  and  Equipment  unit  staff— failed 
to  bond  into  a cohesive  whole  but  instead  remained  as  separate  groups  throughout 
the  mobilization.14 

The  Department  of  Nursing’s  PROFIS  chief  nurse  assumed  leadership  and  re- 
sponsibility from  the  garrison  chief  nurse,  and  the  transition  created  some  stress 
and  strains.  The  two  worked  on  a personal  level  to  resolve  differences,  and  the  nurs- 
ing staff  adjusted  to  new  leaders.  Eventually,  the  strong  nursing  leadership  and  the 
fact  that  the  Department  of  Nursing  organized  itself  into  its  traditional  structure  — 
which  all  recognized,  understood,  and  deemed  effective— helped  to  cement  rela- 
tionships and  diminish  the  group  divisions,  at  least  within  the  ranks  of  nursing.15 

The  85th  EVAC  departed  Fort  Lee  on  22  October  1990  and  remained  in  South- 
west Asia  (SWA)  until  July  1991 , distinguishing  itself  by  its  protracted,  dedicated 
service.  At  the  time  of  their  deployment  from  Fort  Lee,  personnel  were  laden 
with  web  gear,  canteens,  gas  masks,  rucksacks,  and  duffle  bags.  They  arrived  in 
Saudi  Arabia  the  next  day,  settling  into  Cement  City,  the  site  of  a concrete  fac- 
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tory  and  staging  area  30  miles  southwest  of  Dhahran,  where  they  remained  for  28 
days.  In  Cement  City,  approximately  8,000  to  10,000  troops  of  all  services  bunked 
down  while  they  waited  for  their  equipment  to  become  available  and  their  sites 
to  be  prepared.  Everyone  was  billeted  in  tents  spread  over  50  acres,  and  all  slept 
on  litters  about  six  inches  apart,  with  male,  female,  officer,  and  enlisted  mixed 
throughout  the  complex.  In  Cement  City,  the  nurses  drank  six  to  10  liters  of  wa- 
ter daily  to  cope  with  the  searing  130°  F heat.16  They  learned  to  adapt  and  live 
with  “the  environment,  the  unknown,  the  fears  and  the  uncertainties.  After  surviv- 
ing that  for  a month,  the  majority  of  personnel  felt  like  they  could  handle  any- 
thing . . . and  did.”17 

The  85th  EVAC  was  under  the  44th  Medical  Brigade,  and  the  relationship  be- 
tween the  two  was  strained,  or  as  the  official  history  put  it,  the  relationship  was 
“short  lived  but  stormy.”18  The  85th  EVAC  believed  the  44th  Medical  Brigade 
was  unreasonably  concerned  with  mundane  details  such  as  polished  boots  and 
keeping  hat  strings  concealed.  The  44th  Medical  Brigade  also  needlessly  exasper- 
ated the  85th,  contending  it  would  have  “to  prove  that  DEPMEDS  were  highly 
mobile  despite  visual  evidence  to  the  contrary,”  implying  that  the  85th  EVAC 
would  be  moving  frequently.19  The  situation  improved  when  the  62nd  Medical 
Group  arrived  in  theater,  intervened  between  the  command  and  subordinate  unit, 
and  appeared  to  have  more  realistic  expectations.  Nonetheless,  a battle  raged 
about  who  would  control  the  85th  EVAC.  The  44th  Medical  Brigade  fell  under 
the  XVIII  Airborne  Corps,  which  reportedly  did  not  want  reserve  units  serving 
with  them,  and  so  they  tried  to  retain  the  85th  EVAC,  an  active  component  unit. 
However  in  mid-December,  the  85th  EVAC  was  reassigned  to  Army  Central  and 
became  an  Echelons  Above  Corps  asset.20  Overall,  the  85th  EVAC  approved  of 
the  realignment,  although  it  believed  that  there  were  some  drawbacks.  From  the 
85th  EVAC’s  perspective,  the  change  placed  them  under  the  command  and  con- 
trol of  the  173rd  Medical  Group,  an  Army  reserve  component  unit,  less  famil- 
iar with  Army  ways  and  means  and  which,  in  the  85th  EVAC’s  view,  seemingly 
had  some  bias  in  favor  of  reserve  units.  The  85th  EVAC  felt  the  173rd  Medical 
Group’s  communications  were  slow  and  inadequate,  forcing  the  85th  EVAC  to 
utilize  double  reporting  and  develop  its  own  collateral  channels  of  communica- 
tion, both  formal  and  informal.21 

A few  weeks  before  the  85th  EVAC  became  an  asset  of  Army  Central  and  the 
173rd  Medical  Group,  the  unit  moved  to  the  King  Abdul  Aziz  Air  Base  in  Dhah- 
ran, where  it  remained.22  It  took  eight  days  to  set  up  and  became  operational  on 
4 December  1990.  Later  that  very  day  the  44th  Medical  Brigade  ordered  the  85th 
EVAC  to  tear  down  and  move.23  Morale  plummeted.  The  thought  of  dismantling 
the  DEPMEDS  after  so  many  days  of  hard  labor  constructing  the  facility  cast  a 
pall  over  the  staff.  One  frustrated  head  nurse  coped  with  the  unwelcome  news 
by  walking  and  weeping  that  evening  in  the  privacy  of  the  desert.24  Although  the 
unit  ultimately  did  not  pull  up  stakes,  the  experience  demoralized  the  staff;  and 
repeated  indications  that  a move  was  imminent,  the  rapidly  changing  strategic 
picture,  the  constantly  circulating  rumors,  and  an  almost  total  lack  of  stability 
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This  is  the  site  of  the  85th  Evacuation  Hospital’s  temporary  encampment  in  Cement  City  southwest  of 
Dhahran,  Saudi  Arabia  in  November  1990. 

Photo  courtesy  of  Lieutenant  Colonel  Brenna  Aileo,  Springville,  PA. 


further  reduced  unit  esprit  de  corps  and  cohesiveness.25 

Attendance  at  religious  services  provided  some  solace  for  the  nurses.  On  Christ- 
mas day,  Major  Brenna  B . Aileo  wrote  that  she  attended  midnight  Mass  and  “the 
priest  is  very  good.  . . . His  services  are  very  uplifting,  though  many  of  us  cry  our 
way  through  them— men  and  women,  it  seems  to  be  our  real  stress  release.”26 

However,  physical  activities  and  preparations  also  helped  to  cope  with  stress. 
Colonel  Linda  Freeman,  the  unit’s  chief  nurse,  told  about  the  nursing  staff,  both 
officer  and  enlisted,  filling  sand  bags  to  protect  themselves,  because  the  hospital 
was  situated  500  meters  from  a tactical  airstrip.  One  day  in  early  January  1991, 
her  staff  filled  21  pallets  of  sandbags  and  Freeman  said  that  “my  back  knows  it, 
my  elbow  knows  it  and  now  you  know  it.”  She  added  that  all  nurses  participated 
in  the  effort  because  they  all  wanted  to  create  a safety  buffer.  However,  Freeman 
revealed  that  she  was  “catching  hell  [from  the  nonnursing  elements]  but  so  be  it. 
Only  an  idiot  sits  back  and  does  nothing.”  She  revealed: 

Anxiety  levels  are  rising  and  the  physical  labor  is  also  therapeutic.  Dreams  are  becoming  disturb- 
ing. Tempers  are  shortening.  But  everyone  (nursing  is  pulling  together  and  supporting  each  other) 
reminds  each  other  to  take  it  easy,  cut  folks  some  slack  and  hang  together.27 

In  these  Desert  Shield  days,  hospital  census  ran  about  150  patients,  with  six  to 
10  surgeries  per  day.  Although  not  normally  a responsibility  of  an  EVAC,  Level 
I health  care  (sick  call)  saw  more  than  100  patients  daily.28  Surgical  cases  includ- 
ed nonemergent  appendectomies  and  the  incision  and  drainage  of  lesions  under 


Army  Nurse  Corps  Activities  in  Combat  Hospitals  in  ODS  443 


anesthesia.  One  nurse  noted  that  all  the  surgeons  wanted  to  cut  constantly.  Doctors, 
she  added,  “are  the  same  the  world  over.”29  Although  these  routine  procedures  pre- 
pared and  tested  the  system,  they  also  depleted  supplies  and  drained  the  personnel’s 
strength.30  Unlike  the  patients  in  Vietnam,  most  of  the  85th  EVAC’s  ICU  patients 
were  admitted  with  diagnoses  such  as  chest  pain,  myocardial  infarction,  gastroin- 
testinal bleeds,  severe  depression,  seizure  disorders,  diabetes,  and  hypertension. 
The  nurses  questioned  why  patients  with  some  of  these  conditions  had  not  been 
screened  or  discovered  before  deployment.31  About  half  of  the  psychiatric  patients 
were  Vietnam  veterans  who  had  formerly  repressed  their  combat  experiences  and 
were  decompensating  in  the  desert.32  In  her  study  of  the  Army  Medical  Depart- 
ment’s personnel’s  adaptation  to  combat  during  the  Gulf  War,  Colonel  Cynthia 
Gurney  also  noted  that  Vietnam  veterans  had  difficulty  adjusting.  She  attributed 
this  surprising  finding  to  the  fact  that  their  prior  combat  experience  was  20  or 
more  years  in  the  past,  in  a very  different  type  of  war,  and  accompanied  by  a large 
measure  of  “negative  baggage.”33 

Once  the  air  campaign  commenced  on  16  January  1991 , the  85th  EVAC  began 
taking  the  prophylaxis  pills  in  the  nerve  agent  blister  packs.  Numerous  alert  si- 
rens blared  and  commanders  repeatedly  ordered  soldiers  to  don  Mission  Oriented 
Protective  Postures  (MOPP)  gear.34  Nurses  attired  themselves  and  equipped  and 
dressed  all  patients  in  MOPP.  Freeman  was  proud  of  the  way  her  staff  supported 
patients  and  prevented  any  panic.  “Everyone  did  their  jobs  beautifully.  They  were 
scared  but  really  hung  in  there.  People  taking  care  of  people.”35 

With  the  beginning  of  the  ground  war  in  February  1991,  life  for  the  nurses  of 
the  85th  EVAC  became  more  dangerous.  A prolific  correspondent,  Aileo  shared 
her  thoughts: 

As  the  news  may  have  told  you  a Saudi  Air  Base  ...  is  taking  a lot  of  SCUD  missils  [sic],  well  it’s 
us!  The  past  week  has  been  hell.  Sirens  going  off  mean  mask  then  into  full  MOPP  gear.  We’ve  seen  the 
patriots  fire  from  just  behind  our  compound.  It  is  frightening.  Then  we  wait  in  full  MOPP  to  see  if  more 
SCUDs  are  coming  or  gas  or  something  else.  Last  night  we  had  soldiers  run  into  our  tent  yelling  gas  as 
they  saw  the  Patriot  fire— we  all  mask  and  fell  to  the  ground  as  the  BOOMS  started.  Since  we’ve  had 
SCUD  alerts  at  all  times  we  never  feel  safe.  Of  course  it’s  more  often  at  night.  Really  awful. 

I was  at  work  @7:20  when  there  was  a terrible  explosion.  We  masked— helped  pts  [patients]  mask, 
grabbed  our  MOPP  and  ran  into  the  bunkers  as  the  explosions  rocked  the  tentage.  We’ve  taught  pts 
[patients]  to  pull  their  EKG  leads  from  the  machine,  pull  their  IVs  [to  remove  their  tethers  and  seek 
cover]  and  [don  their]  MOPP.  All  IV  lines  are  hep  [heparin]  locked,  so  lines  can  be  pulled  quickly.  No 
real  nursing  care  can  go  on  while  in  MOPP  but  reassurance. 

...  We’re  working  48  hr  weeks.  6-8  hr.  shifts. 


DEPMEDS— we  have  all  HP  [Hewlett  Packard]  monitors— they’re  good— can  do  a 12  lead  [EKG]. 
Only  one  pulse  ox[imiter]  per  ICU.  No  Dynamaps  [automatic  blood  pressure  monitors],  no  IVACs/ 
IMEDs  [infusion  pumps].  NG  [nasogastric]  and  ET  [endotracheal]  suction,  lighting,  air  conditioners 
and  heaters  are  fine. 

I washed  used  urinals,  washbasins,  bed  pans  today.  Dried  and  put  back  on  shelf.  We  haven’t  gotten 
in  more  so  must  reuse! 
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. . . We  have  no  warm  water  but  have  asked  for  50-100  cup  coffee  urns  to  heat  bath  water,  water  to 
warm  blood,  etc.  ...  We  still  haven’t  seen  them  arrive  yet. 

. . . Please  spread  the  word— we  do  not  need  to  hear  about  the  stress  WRAMC  [Walter  Reed  Army 
Medical  Center]  folks  are  under.  Everyone  keeps  telling  us  it’s  tense  there  and  how  awful  things  are— 
but  at  least  you’re  all  safe  and  with  your  families.  We  fear  for  our  life  24  hours  a day.  30-40%  of  us 
are  sick  from  the  pyridostigmine  tabs  [nerve  gas  antidote  enhancer] . Plus  we  were  all  sick  from  the 
“secret”  shot  we  had.  We  love  everyone’s  letters— but. 


We  have  a new  diagnosis  here.  MOPP  intolerance.  Chest  pain  or  SOB  [shortness  of  breath]  while  in 
MOPP4,  believe  me  we’ve  had  to  AE  [air  evacuate]  a number  of  folks  because  of  it.  Keeps  us  busy. 

Oh,  today  we  ran  out  of  Rx  pads— can  you  believe  it.  Yes  supply  is  a problem.36 

The  SCUD  attacks  continued  intermittently  and,  on  25  February  1991,  one  of 
the  notoriously  inaccurate  missiles  finally  hit  a target,  a Dhahran  warehouse  con- 
verted into  a barracks  building  and  occupied  by  U.S.  reservists  from  Pennsylvania 
who  were  serving  with  Quartermaster  and  Transportation  units.  The  explosion 
killed  28  soldiers  and  wounded  about  260  others.  Most  of  the  wounded  received 
treatment  in  five  hospitals,  among  them  the  85th EVAC  and  207th  EVAC.37 

Immediately  following  the  lethal  attack,  the  85th  EVAC  headquarters  activated 
a Mass  Casualty  (MASCAL)  and  the  staff  responded  instantly.  The  hospital  re- 
ceived 25  casualties,  four  mortally  wounded— one  who  expired  en  route,  two  who 
were  in  the  expectant  category  upon  arrival,  and  another  who  died  later  during 
surgery  in  the  operating  room.  Three  of  the  28  killed  were  female  soldiers.  The 
ICU  worked  with  maximum  efficiency,  caring  for  six  casualties  on  ventilators. 
However,  two  were  weaned  within  24  hours  and  two  more  were  off  their  ventila- 
tors within  36  hours.  Every  ICU  patient  had  chest  tubes  and,  in  one  instance,  four 
chest  tubes  were  connected  to  one  suction  machine  with  yards  of  tubing  and  Y 
connectors.  The  chest  injuries  resulting  from  SCUD  shrapnel  typically  were  bub- 
bling and  sucking  wounds.  Other  casualties  had  dreadful  open  bone  fractures  and 
some  had  bums.38 

After  the  SCUD  attack,  all  the  previous  conflicts,  personality  issues,  and  power 
struggles  were  set  aside.39  The  staff  worked  together  to  deal  with  their  very  serious 
mission.  Freeman  wrote: 

You  should  have  seen  these  kids  work— they  did  it  just  like  they  had  been  taught  and  even  though 
some  of  them  were  paying  a really  high  personal  price,  they  hung  in  and  did  beautifully.  A specialist 
from  the  mess  hall  took  it  upon  herself  to  supply  [C]okes,  coffee  and  soup  to  all  of  the  areas— and  she 
kept  it  coming!  She  is  as  much  a hero  as  anyone  else— and  she  stayed  until  the  end.  Laundry  and  bath 
went  ahead  and  heated  up  the  showers  early  . . . The  47th  Medical  Supply  Command  called  and  wanted 
to  know  what  we  needed— and  then  they  delivered  the  supplies!  . . . The  docs  really  came  through.  No 
ego’s  [sic]  and  no  tirades.  One  of  the  bad  boys  kept  asking  for  a specific  item  and  kept  being  told  we 
didn’t  have  it.  Miracle— his  response  was  if  he  had  paid  more  attention  to  supplies  and  had  spent  less 
time  being  an  ass  then  maybe  he  would  have  known  what  was  available  and  what  was  not.  . . -40 

The  85th  EVAC  finally  returned  home  from  the  Arabian  Peninsula  on  26  July 
1991 . Its  nine  months  in  SWA  were  among  the  lengthiest  of  all  the  units’  service.41 
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In  January  1991 , Major  Brenna  Aileo  and  her  85th  Evacuation  Hospital  tentmates  wait  out  an  alert  in 
MOPP4  gear  in  a bunker  during  Operation  Desert  Storm. 

Photo  courtesy  of  Lieutenant  Colonel  Brenna  Aileo,  Springville,  PA. 


The  21st  EVAC  staged  at  Fort  Hood,  Texas,  in  June  1991  before  deploying 
to  Saudi  Arabia  to  replace  the  85th  EVAC.  At  that  time,  Colonel  Pam  Burns,  a 
Vietnam  veteran,  joined  the  unit  as  chief  nurse  from  her  previous  assignment  at 
William  Beaumont  Army  Medical  Center.  For  about  a week,  the  PROFIS  officers 
and  Forces  Command  nurses  assigned  to  the  21st  EVAC  prepared  for  their  mo- 
bilization, picking  up  TA-50,  attending  briefings,  having  health  records  screened, 
and  undergoing  Soldier  Readiness  Processing.42  They  arrived  in  Dhahran,  Saudi 
Arabia,  on  a very  hot  Fourth  of  July  in  1991 . 

Originally,  the  unit  bunked  down  in  Khobar  Towers  but  later  exchanged  places 
in  a piecemeal  fashion  with  assorted  elements  of  the  85th  EVAC.43  Those  depart- 
ing shared  lessons  learned  during  their  extended  stay  in  the  Persian  Gulf  with  the 
newcomers.  For  example,  they  discussed  a variety  of  DEPMEDS  idiosyncrasies 
and  the  means  used  to  deal  with  them.  As  the  longest  deployed  DEPMEDS,  the 
85th  E VAC’s  facility  provided  testimony  to  the  wear  and  tear  on  the  equipment 
under  conditions  of  heavy  use  in  an  extreme  environment.  Door  and  window  zip- 
pers malfunctioned  early  in  the  mobilization,  and  plastic  windows  deteriorated 
over  time.  As  the  temperature  soared  to  135°  F by  mid-morning,  large  blocks  of 
ice  froze  around  the  air  conditioners.  The  fold-up  sinks  consistently  leaked  and 
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As  seen  here  in  January  1991,  the  nursing  staff  of  the  85  th  Evacuation  Hospital  clothed  patients  in 
protective  MOPP4  with  every  alert.  When  patients  and  nurses  were  in  MOPP,  patient  care  was  at  the 
very  least  awkward  if  not  virtually  impossible.  The  nurses  wrote  out  and  affixed  patients’  names  with 
tape  on  their  headgear  for  purposes  of  identification. 

Photo  courtesy  of  Lieutenant  Colonel  Brenna  Aileo,  Springville,  PA. 


required  five-gallon  water  cans  to  catch  the  runoff.  Litters  with  large  wheels  soon- 
er or  later  tore  gaping  holes  in  the  flooring  and,  when  the  rains  came,  streams  of 
water  coursed  through  the  middle  of  the  hospital.  This  presented  a special  hazard 
if  patients  needed  to  be  defibrillated.  To  prevent  rips  and  tears,  the  staff  placed 
pallets  beneath  the  flooring  and,  while  this  solved  the  problem,  patients  on  litters 
endured  rough  rides,  and  snakes  and  other  small  desert  animals  found  shelter  in 
the  subflooring.44  Despite  these  circumstances,  the  experience  for  the  21st  EVAC 
was  generally  upbeat.  Permanent  structures  such  as  air-conditioned  Quonset  huts 
and  trailers  soon  replaced  the  decaying  DEPMEDS  facilities,  and  the  hospital 
had  abundant  supplies  and  equipment,  mostly  bequests  from  hastily  departing 
units.45 

Captain  Teresa  Parsons’  experience  exemplified  Army  nurses’  contributions 
and  illustrated  several  issues  relevant  to  deployed  women.  Parsons  left  her  as- 
signment at  Fort  Riley,  Kansas,  and  she  deployed  as  a PROFIS  officer  with  the 
21st  EVAC  in  the  summer  of  1991.  She  joined  the  unit  as  a Women’s  Health 
Nurse  Practitioner,  although  no  authorization  had  previously  existed  in  the  Table 
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The  85th  EVAC  nurses  respond  to  a mass  casualty  situation  in  February  1991  in  the  aftermath  of  the 
catastrophic  SCUD  disaster.  At  the  time  this  photo  was  taken,  the  staff  already  had  delivered  one  pa- 
tient to  the  operating  room  and  two  others  were  being  prepared  for  transfer  to  surgery. 

Photo  courtesy  of  Lieutenant  Colonel  Brenna  Aileo,  Springville,  PA. 


of  Organization  and  Equipment  for  such  a specialized  health  care  provider.  None- 
theless, her  assignment  proved  to  be  a wise  move  in  this,  the  largest  mobilization 
of  women  in  history.  Initially,  Parsons  diagnosed  pregnancies  and  treated  vagi- 
nitis and  sexually  transmitted  diseases.  She  subsequently  administered  numer- 
ous repatriation  physical  examinations  for  returning  reservists  and  dealt  with  a 
multitude  of  requests  to  substantiate  previously  undocumented  anthrax  immuni- 
zations.46 She  also  handled  myriad  issues  related  to  oral  contraceptive  use,  such 
as  breakthrough  bleeding,  mood  changes,  weight  gain,  unavailability  of  specific 
oral  contraceptives  for  women  whose  predeployment  supply  had  run  out,  and  the 
need  for  annual  Pap  smears.47 

Parsons  encountered  large  numbers  of  renal  calculi  (kidney  stones)  and  consti- 
pation that  developed  as  a result  of  chronic  dehydration  in  both  men  and  women 
soldiers.  Women,  in  particular,  did  not  drink  enough  water  because  there  was  no 
convenient  way  for  them  to  use  latrines.  Taking  off  their  Load  Bearing  Equipment 
with  all  its  intricate  web  gear  and  suspenders  and  other  accoutrements  like  their 
helmets  and  gas  masks  led  them  to  conclude  that  using  the  latrine  was  a compli- 
cated, time-consuming  endeavor  to  be  delayed  as  long  as  possible.48 

As  time  passed,  women  appeared  at  Parsons’  clinic  requesting  treatment  for 
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venereal  warts,  and  a number  of  them  presented  with  abnormal  pelvic  findings 
such  as  possible  ectopic  pregnancies  and  abdominal  masses.  Parsons  had  access 
to  a computed  tomography  scanner  that  interfaced  via  telemedicine  to  a Brooke 
Army  Medical  Center  radiologist  who  efficiently  provided  her  with  diagnostic  as- 
sistance within  hours.  Most  of  these  women  with  life-threatening  complaints  such 
as  ectopic  pregnancies  were  air-evacuated  to  Germany  for  treatment.49 

Like  Army  nurses  of  yesteryear.  Parsons  used  a number  of  field  expedient  mea- 
sures to  compensate  for  equipment  inadequacies.  She  used  an  inverted  bedpan  for 
her  first  gynecological  examinations.  Later  she  delved  into  an  unused  operating 
room  CONEX  (Container  Express,  a large  corrugated  metal  shipping  container) 
and  found  an  orthopedic  table.  She  added  stirrups  and  had  an  improvised  gyneco- 
logical examination  table  for  the  balance  of  her  tour  in  SWA.50 

After  a five-month  tour  in  SWA,  the  21st  EVAC  returned  to  the  continental 
United  States  in  December  1991 . Parsons  reported  in  to  her  new  duty  assignment 
at  Fort  Sill,  Oklahoma,  in  January  1992  51 

The  86th  EVAC,  garrisoned  at  Fort  Campbell,  Kentucky,  received  its  alert 
orders  to  deploy  in  support  of  the  101st  Airborne  Division  (Air  Assault)  in  Au- 
gust 1990.  Lieutenant  Colonel  Maureen  Combs  served  as  chief  nurse  and  Major 
Kathleen  Simpson  filled  the  role  of  chief  nurse,  days.  About  80  percent  of  the 
unit’s  complement  of  PROFIS  nurses  came  from  Blanchfield  Army  Community 
Hospital  at  Fort  Campbell.  The  balance  of  what  the  chief  nurse  referred  to  as 
a very  cohesive  team  derived  from  Eisenhower  and  Fitzsimons  Army  Medical 
Centers. 

Almost  half  the  49  Army  nurses  who  deployed  were  married  and  co-located 
with  spouses  assigned  to  the  101st  Airborne  Division.52  As  the  deployment  pro- 
gressed, the  married  and  co-located  group  experienced  constant  anxiety.  The  most 
frightening  concern  was  the  dreadful  possibility  that  their  husbands  could  possi- 
bly arrive  at  their  hospital  as  patients.53  It  was  doubtless  that  these  were  continual 
fears,  even  when  the  units  were  in  garrison. 

In  August,  the  Army  nurses  alerted  for  duty  with  the  86th  EVAC  implement- 
ed their  family  care  plans.  Because  many  of  the  primary  and  secondary  schools 
would  begin  classes  early  in  September,  parents  sent  their  children  to  their  speci- 
fied caregivers  immediately.  As  a result  of  solid  advance  planning,  no  major  prob- 
lems ensued  in  carrying  out  the  shift  of  parental  authority,  and  the  Fort  Campbell 
families  and  friends  who  stayed  behind  were  extremely  supportive.54 

The  nurses  in  the  advance  party,  including  Major  Kathleen  Simpson  and  Lieu- 
tenant Colonel  Jean  Purdom,  departed  from  Fort  Campbell  on  21  October  and 
arrived  in  Dhahran,  Saudi  Arabia,  the  next  day.  They  settled  in  for  11  days  in 
“horrible”  Cement  City,  a staging  area  situated  in  a barren  spot  in  the  desert.  The 
area  was  so  devoid  in  resources  that  a nice  piece  of  cardboard  was  viewed  as  a 
prized  possession.  The  remaining  complement,  the  main  body,  arrived  in  early 
November  and  settled  in  at  the  first  of  two  locations,  the  King  Fahd  Airfield, 
where  they  were  co-located  with  the  101st  Airborne  Division.  When  the  main 
body  arrived  at  this  site,  they  found  that  Simpson  and  Purdom  had  set  up  their  cots 
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Mail  from  family  and  friends  at  home  brings  a smile  to  Major  Kathleen  Simpson’s  face  while  she 
pauses  in  her  small  living  space  in  Cement  City  in  October  1990.  The  staff  of  the  86th  Evacuation 
Hospital  spent  1 1 days  there  before  moving  to  King  Fahd  Airfield. 

Photo  courtesy  of  Colonel  Kathleen  Simpson,  Washington,  NC. 
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The  hot,  dirty,  group  of  Army  nurses  were  happy  to  be  returning  to  their  compound  after  a mission  to 
the  desert  filling  sandbags.  The  women  were  (front  row  from  left  to  right)  Major  Debra  Mulhall,  AN, 
Lieutenant  Colonel  Darla  Ebert,  AN,  Major  Cindy  Davis,  MS,  Lieutenant  Colonel  Deborah  Castel- 
lan, AN,  and  Major  Carolyn  Adams,  AN.  In  the  back  row,  from  left  to  right  were  Major  Mary  Glenn, 
AN,  SP4  Stephen  McKinney,  AKA  Skinny  McKinney,  the  truck  driver,  and  Lieutenant  Colonel  Jean 
Purdom,  AN. 

Photo  courtesy  of  Lieutenant  Colonel  Carolyn  Adams,  Steilacoom,  WA. 


and  embellished  them  with  a four-star  flourish,  a mint  candy,  on  the  bedcovers.55 
Such  attention  to  detail  with  a touch  of  whimsy  greatly  enhanced  adaptation  to 
the  new,  alien  environment.  During  this  time,  the  hospital  ran  a census  of  about  50 
to  60  patients  and  treated  about  75  ambulatory  patients  daily.56  The  hospitalized 
patients  mainly  presented  with  orthopedic  conditions  (predominantly  sports  inju- 
ries), gastroenteritis,  abdominal  pain,  chest  pain,  and  bums.57 

The  nurses  did  not  limit  themselves  to  caring  for  patients,  however.  They  helped 
to  erect  the  hospital,  set  up  beds,  inflate  air  mattresses,  and  unload  the  MILVANs 
(containers  for  overseas  or  ground  movement  of  military  cargo).58  They  created 
shelf  space,  fashioned  sharps  boxes  from  taped-together  bath  basins,  and  con- 
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Senior  Army  nurses  did  double  duty  with  kitchen  responsibilities,  Thanksgiving  1990,  at  the  86th 
Evacuation  Hospital.  The  cadre  of  cooks  included  (left  to  right)  Major  Carolyn  Adams,  Major  Mary 
Glenn,  Lieutenant  Colonel  Deb  Castellan,  Lieutenant  Colonel  Jean  Purdom,  and  Major  Kathy  Simpson. 
Photo  courtesy  of  Colonel  Kathleen  Simpson,  Washington,  NC. 

stantly  cleaned  and  dusted  in  an  effort  to  remove  the  ubiquitous  sand.  Two  of  the 
Army  Nurse  Corps  officers,  captains  Michael  Jorden  and  Raymond  Bork,  oper- 
ated forklift  trucks.  The  nurses  also  participated  in  company  details,  most  notably 
filling  sandbags.  The  exploits  of  one  group  were  an  expression  of  the  excellent 
state  of  morale  at  that  time. 

We  found  the  best  sand  for  making  sand  bags  was  located  off  the  compound  at  the  sand  dunes.  The 
field  grade  female  officers  went  together  on  a 5 ton  truck  to  make  sand  bags.  . . . They  had  fun  making 
“beach”  photos  and  sliding  down  the  dunes.  They  became  tired  after  a few  minutes  of  filling,  tying  and 
lifting  sand  bags.  LTC  Jean  Purdom  led  the  group  in  singing  Christmas  Carols  and  the  work  seemed 
a lot  more  fun.  A new  version  of  “The  Twelve  Days  of  Christmas”  was  created  to  include  the  follow- 
ing “gifts”:  1 — A hot  shower  in  the  morning,  2 near  beers,  3 clean  latrines,  4 temper  tents,  5 MRE’s, 
6 smiling  nurses,  7 Saudis  staring,  8 whooa59  medics,  9 Hueys  flying,  10  camels  humping,  11  letters 
from  home,  12  thousand  filled  sand  bags.  It  needs  to  be  noted  that  these  same  nurses  found  fun  in  do- 
ing KP  on  Thanksgiving  Day  while  their  company  grade  counterparts  laughed  their  way  through  field 
sanitation  duties.  Major  Simpson  frequently  reminded  the  nurses  to  never  lose  their  sense  of  humor.60 


During  off-duty  times,  the  86th  EVAC  nurses  visited  the  101st  Airborne’s  post 
exchange  to  shop  and  enjoy  Baskin-Robbins  ice  cream.  Upon  occasion  they  rode 
in  the  back  of  a five-ton  truck  to  Dhahran  to  shop  at  a larger  Army  and  Air  Force 
Exchange  System  and  make  phone  calls  back  home.  The  nurses  had  to  lug  their 
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Lieutenant  Colonel  Jean  Purdom  (left),  operating  room  nurse,  and  Major  Kathleen  Simpson,  chief 
nurse,  days,  both  serving  with  the  86th  Evacuation  Hospital  in  Saudi  Arabia,  patiently  wait  in  line  to 
use  the  telephones  to  call  home. 

Photo  courtesy  of  Colonel  Kathleen  Simpson,  Washington,  NC. 


Individual  Chemical  Equipment  bag  along  on  the  half-day  trip,  so  they  were 
exhausted  but  exhilarated  by  the  excursion,  especially  if  their  phone  calls  went 
through.  Some  failed  to  connect  with  loved  ones  at  home  when  calls  were  unan- 
swered or  they  got  a busy  signal,  and  this  adversely  affected  their  morale.  If,  how- 
ever, the  nurses  were  able  to  talk  with  their  family  within  the  first  few  weeks  of 
their  arrival  in  country,  they  were  able  “to  calm  down.”  Sometimes  while  waiting 
in  line  at  the  phones  at  the  sports  center,  an  off-limits  facility  for  females,  Saudis 
ordered  the  Army  nurses  to  leave.61 

On  5 December  1990,  the  commander  announced  that  the  86th  EVAC  would 
move  to  another  new  site,  explaining  that  the  change  would  place  the  hospital  in 
a better  position  to  care  for  the  combat  wounded.  The  main  body  thus  relocated  to 
King  Khalid  Military  City  on  20  December  1990.  High  winds  and  rainstorms  that 
flooded  the  ICUs  and  a lack  of  equipment  and  supplies  hampered  the  efforts  to  set  up 
the  hospital  facility.  The  unit  lacked  Ambu  bags  and  portable  suction  machines  and 
had  only  four  ventilators  for  a 48-bed  ICU.  The  move  also  brought  a new  APO  post- 
al address  and  resultant  mail  difficulties  that  seriously  impacted  morale.  Although 
some  mail  was  forwarded  and  got  through,  it  took  up  to  two  months  for  most  letters 
and  packages  to  reach  the  new  location,  and  the  problem  never  was  satisfactorily 
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Pictured  is  Lieutenant  Diane  Bonnell  deploying  to  Operation  Desert  Storm/Operation  Desert  Shield 
in  November  1990. 

Photo  courtesy  of  Lieutenant  Colonel  Carolyn  Adams,  Steilacoom,  WA. 


resolved.  Also  affecting  morale  were  the  absence  of  a truck  to  clean  out  the  latrine 
barrels,  the  lack  of  A rations,  the  restrictions  placed  on  women  leaving  the  com- 
pound without  a male  escort,  the  lack  of  sites  for  women  to  run  or  work  out,  and  the 
noise  of  the  Islam  prayer  call  at  0500  hours.62  To  raise  spirits,  the  nursing  leaders 
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aggressively  addressed  the  need  to  constantly  nurture  one  another. 

With  fighting  imminent,  the  nurses  were  working  12-hour  days  six  days  a week, 
and  the  mood  was  more  serious.  All  were  constantly  toting  their  Chemical  Pro- 
tective Overgarments,  affectionately  called  “odor  eaters,”  Individual  Chemical 
Equipment  bag,  and  Kevlar,  an  enervating  but  necessary  precaution.  Frequent 
SCUD  alerts  forced  all  to  wear  MOPP4  regularly.  Staff  members  in  one  of  the 
ICUs  were  caring  for  a heavy,  immobile  stroke  patient  whom  the  nurses  found  dif- 
ficult to  get  into  MOPP  and  position  on  the  safety  of  the  floor.  To  simplify  matters, 
they  moved  him  to  an  air  mattress  on  the  floor.  First  Fieutenant  Diane  Bonnell, 
garbed  in  MOPP2,  presented  a classic,  poignant  picture  that  exemplified  the  can- 
do  spirit  of  Army  nursing  when  she  knelt  on  the  floor  and  spoon-fed  the  patient, 
also  in  MOPP2,  his  breakfast  of  gelatin  dessert.  Other  patients  cared  for  in  Janu- 
ary 1991  were  those  involved  in  truck  accidents  and  those  with  stomachaches, 
backaches,  chest  pain,  and  bums.  Major  Carolyn  Adams,  the  86th  EVAC  nurse 
historian,  described  January  1991  as  a time  the  nurses  “tried  to  find  a healthy 
balance  of  caring  for  our  current  patients,  planning  for  future  MASCAF  [Mass 
Casualty]  situations  and  conserving  our  strength.”63 

During  February  1991  the  unit  waited  patiently  for  the  ground  war  to  begin, 
responded  to  SCUD  alerts,  amassed  wartime  stockages  of  supplies,  and  cared  for 
a few  patients.  One  of  the  most  memorable  patients  was  a British  soldier  with  an 
arm  amputation.  Although  his  American  Army  nurses  gave  him  state-of-the-art 
care,  his  buddies  felt  obliged  to  furnish  a life-sized  plywood  “movie  star”-type 
nurse  named  Nurse  Pamela  Goodbody  to  assist  in  his  recovery.  They  also  ex- 
pressed their  appreciation  for  the  care  provided  by  the  Americans  by  treating  the 
staff  to  a “royal  dinner.”  Another  patient  at  this  time  was  an  Enemy  Prisoner  of 
War  with  a severe  head  injury  who  was  not  expected  to  live.  The  86th  nurses  were 
touched  because  he  wore  a wedding  band  and  mused  that  he  “was  somebody  ’s 
husband  and  probably  somebody’s  Daddy.”  They  assumed  a very  “caring  attitude 
about  this  EPW  [Enemy  Prisoner  of  War] .”  Even  though  he  was  the  enemy,  he 
was  briefly  a patient  “and  someone’s  loved  one  in  Iraq.”  To  these  nurses,  a pa- 
tient was  a patient  regardless  of  his  past  activities  or  military  affiliation.  With  the 
cease-fire  declared  on  28  February,  patient  numbers  dwindled  and  the  unit  began 
preparations  for  their  return  home.64  The  majority  of  the  staff  of  the  86th  EVAC 
had  redeployed  back  to  Fort  Campbell  by  the  end  of  April  1991 . 

In  November  1990,  the  50th  General  Hospital  (GH),  a U.S.  Army  Reserve  unit 
headquartered  at  Fort  Fawton  in  Seattle,  Washington,  with  detachments  in  Taco- 
ma, Bellingham,  and  Yakima,  Washington,  received  its  unit  alert  notification  for 
ODS.  The  unit’s  original  187  Army  Nurse  Corps  officers  organized  to  move  from 
their  home  stations  to  the  mobilization  station,  Fort  Fewis,  Washington,  putting 
their  personal,  professional,  and  military  lives  in  order.  Simultaneously,  a number 
of  PROFIS  nurses  from  across  the  country  reported  to  the  unit  upon  mobilization 
along  with  the  chief  nurse,  Colonel  Marcia  M.  Van  Wagner.  Van  Wagner  was  new 
to  the  unit  but  blended  in  well  and  would  prove  willing  and  able  to  speak  out  for 
the  nursing  perspective  and  nursing’s  concerns.  The  early  weeks  of  mobilization 
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A handful  of  senior  nursing  leaders  of  the  50th  GH  pause  for  an  impromptu  photo  session  during  their 
busy  duty  day  in  Riyadh,  Saudi  Arabia.  From  left  to  right  are  Lieutenant  Colonel  Marjorie  Crowl, 
Chief,  Surgical  Nursing  Section;  Sergeant  First  Class  Mary  Wilson,  Non-commissioned  Officer  in 
Charge;  Lieutenant  Colonel  Diane  D’Alessandro,  assistant  chief  nurse;  Colonel  Jan  Spane,  Chief, 
Medical  Nursing  section;  and  Major  Linda  Schmidt,  Night  Supervisor,  Medical  Nursing  Section. 
Photo  courtesy  of  Colonel  Marcia  Van  Wagner,  Lincoln,  CA. 


were  marked  by  “long  tedious  days  full  of  anxiety  and  fear.” 

The  3/9  Aviation  Battalion  sponsored  the  50th  GH  at  Fort  Lewis.  The  battalion’s 
task  was  to  shift  the  50th  from  its  peacetime  mission  to  proper  combat  readiness.65 
For  the  unit’s  predominantly  older  soldiers,  the  transition  proved  arduous  and  the 
dawn-to-dark  days  were  filled  with  a plethora  of  training  activities  that  eventually 
led  to  the  unit’s  validation  for  deployment. 

Physical  training  was  one  of  the  most  challenging  aspects  of  the  preparations. 
A diagnostic  physical  training  test,  inadvertently  scheduled  just  after  soldiers 
received  a panel  of  deployment  immunizations,  was  administered  in  inclement 
weather.  The  predictable  results  painted  a dismal,  inaccurate  picture  of  the  partici- 
pants’ level  of  fitness  and  produced  numerous  traumatic  injuries.  Sporadic  aerobic 
conditioning  and  strength-building  exercises  ensued  and,  in  some  cases,  produced 
yet  more  sports  injuries. 

Following  the  primary  marksmanship  training,  the  activated  reservists  went  to 
the  firing  range  to  qualify  with  the  M16  rifle  and  the  .45  pistol.  The  miserable 
weather  and  the  “cold  and  damp  fox  holes  and  firing  pits  made  the  process  seem 
to  last  an  eternity  BUT  EVERYONE  QUALIFIED.”  Nuclear,  Biological,  and 
Chemical  warfare  classes  focused  on  individual  survival  skills,  maintenance  and 
fitting  of  the  protective  mask,  decontamination,  MOPP  protection,  and  the  care  of 
chemical  casualties.  A moment  of  truth  occurred  when  the  unit  issued  the  nurses 
their  decontamination  kits  with  Mark  I auto  injectors  and  pyridostigmine  tablets.66 
What  had  previously  been  a conversation  piece  with  few  personal  implications 
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Colonel  Marcia  Van  Wagner,  chief  nurse  of  the  50th  GH,  presided  over  a special  Officers’  Call  in 
January  1991  in  a hospital  auditorium  where  morning  report  was  held  daily.  Van  Wagner  scheduled 
these  sessions  when  stress  levels  escalated.  She  disseminated  accurate  information  and  did  her  utmost 
to  enhance  esprit  de  corps. 

Photo  courtesy  of  Colonel  Marcia  Van  Wagner,  Lincoln,  CA. 


became  a frightening  and  dangerous  reality.  Other  educational  topics  covered  in 
this  period  were  field  sanitation.  Preparation  for  Overseas  Movement,  security 
measures,  and  driver’s  training. 

While  learning  soldier’s  skills,  the  nurses  simultaneously  reviewed  and  ex- 
panded their  professional  education  and  in  many  cases  taught  classes  on  subjects 
such  as  Advanced  Trauma  Life  Support,  Advanced  Cardiac  Life  Support,  Basic 
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Cardiac  Life  Support,  and  clinical  skills,  such  as  the  use  of  sterile  technique,  im- 
plementation of  intravenous  therapy,  interpretation  of  arterial  blood  gases,  care  of 
tracheotomies,  urinary  catheterization,  and  placement  and  care  of  chest  tubes.  In 
the  final  phase  of  the  preparatory  process  the  unit  integrated  into  Madigan  Army 
Medical  Center  for  two  weeks  to  validate  their  hands-on  patient  care  skills.  Al- 
though this  experience  did  not  replicate  the  austere,  danger-filled  conditions  they 
would  face  in  theatre,  it  did  affirm  the  staff’s  patient-care  skills  and  bolster  their 
confidence. 

The  unit’s  journey  to  SWA  took  place  in  three  increments.  The  advance  party 
departed  on  1 January  1991 , the  main  body  left  two  weeks  later,  and  the  rear  de- 
tachment concluded  the  unit’s  movement  two  weeks  later.  All  mobilization  assets 
were  in  the  Persian  Gulf  by  the  end  of  January. 

The  unit’s  quarters  were  in  Eskan  Village,  a walled  city  constructed  for  no- 
madic Bedouin  tribes  who  had  refused  to  accept  the  complex,  judging  it  too  small 
to  house  their  large,  extended  families  and  flocks  of  goats,  sheep,  and  camels.  The 
village  consisted  of  high-rise  apartments  with  concrete  walls,  marble  floors,  high 
ceilings,  and  screened  windows  that  offered  views  of  a desolate,  empty  landscape. 
The  apartments  came  without  furniture,  but  the  unit  staff— extremely  grateful  not 
to  be  billeted  in  tents  or  foxholes— transformed  their  space  with  cardboard  boxes 
and  crates  as  makeshift  furniture.67 

The  50th  GH  was  an  element  of  the  244th  Medical  Group  and  was  an  Echelons 
Above  Corps  unit.  Its  mission  was  to  provide  patient  care  for  all  allied  forces, 
civilians,  and  Enemy  Prisoners  of  War  within  a host  nation  facility,  the  760-bed 
Riyadh  A1  Kharj  Hospital.  The  nurses  cared  mainly  for  medical  patients,  those  re- 
covering from  training  and  motor  vehicle  accidents,  and  some  nonelective  surgi- 
cal cases  such  as  appendectomies  and  hernia  repairs.  They  worked  12-hour  shifts 
and  cooperated  with  their  counterparts,  local  British  civilian  nurses,  who  in  this 
situation  were  not  allowed  to  do  venipunctures,  initiate  intravenous  therapy,  or 
manage  patients  with  the  same  level  of  autonomy  enjoyed  by  American  Army 
nurses.  However,  the  British  nurses’  clinical  judgment  and  skills  were  on  a par 
with  those  of  the  American  nurses.  To  upgrade  the  skills  and  knowledge  of  all,  the 
Army  nurses  offered  classes  for  both  civilian  and  Army  nurses  on  subjects  such 
as  epidural  analgesia,  chemical  and  warfare  casualty  care,  shock,  fracture  man- 
agement, care  of  head  and  spinal  injuries,  bum  care,  post-trauma  response,  Acute 
Respiratory  Distress  Syndrome,  and  Arabic  language  lessons.  These  presentations 
enhanced  cultural  understanding  and  cemented  professional  relationships. 

The  rituals  of  the  Islam  religion  played  a large  part  in  the  daily  activities  of 
the  hospital  and  required  some  adjustments  on  the  part  of  the  nurses.  A red  ar- 
row pointing  to  Mecca  was  painted  on  the  ceiling  of  each  hospital  room,  and  the 
hospital’s  public  address  system  announced  prayer  calls  five  times  daily.  During 
prayers,  the  Arab  staff  typically  knelt  in  their  stocking  feet  on  a small  prayer  mg 
in  a comer  of  the  room  and  faced  Mecca.  They  bowed,  kissed  the  ground,  and 
recited  their  prayers  for  a short  interval.  When  prayers  were  said,  staff  returned  to 
business  as  usual. 
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The  firing  of  Patriot  missiles  and  SCUD  alerts  also  changed  the  nurses’  daily 
lives.  A Patriot  missile  battery  and  an  airfield  were  located  adjacent  to  the  hospital 
and  every  day  numerous  aircraft  took  off  or  landed  and  missile  launchings  were 
frequent.  The  cacophonous  roar  of  jet  engines  seemed  a constant  assault  on  the 
ears,  and  the  fog  of  JP5,  jet  fuel,  lingered  persistently  in  the  atmosphere,  irritating 
eyes,  making  breathing  difficult,  and  layering  skin  and  clothing  with  a fine  black 
soot.  After  the  air  war  began,  SCUD  alerts  were  regular  nightly  occurrences  be- 
tween 0200  and  0400  hours.  Nurses  donned  their  MOPP  gear,  and  fear,  anxiety, 
hyperventilation,  and  panic  were  commonplace  reactions.  Soon,  however,  the 
alerts  became  routine,  accepted  events  and  often  the  nurses  would  retire  to  their 
beds  for  the  night  fully  clad  in  MOPP4  to  avoid  the  necessity  to  fully  awaken  and 
don  the  protective  gear  when  the  sirens  blared. 

With  the  onset  of  the  ground  war,  everyone  anticipated  a rush  of  casualties,  but 
patients  failed  to  appear.  Then,  the  50th  GH  expected  to  be  ordered  to  Kuwait  but 
no  such  orders  materialized.  Instead,  on  8 March  1991 , Army  authorities  abruptly 
directed  the  unit  to  prepare  to  redeploy  from  SWA  within  90  hours.  After  receiv- 
ing departure  orders,  the  nurses  packed  their  gear,  turned  over  their  patients,  and 
boarded  an  aircraft  and  flew  home.  Upon  arrival  at  McChord  Air  Force  Base,  fam- 
ily, friends,  and  dignitaries  greeted  the  unit  with  flowers,  balloons,  and  welcome 
home  signs.  State  troopers  escorted  the  unit’s  buses  the  short  distance  down  Inter- 
state 5 to  Fort  Lewis  with  sirens  blowing  and  lights  flashing.  Passing  cars  honked 
their  horns.  Demobilization  processing  took  place  at  Fort  Lewis  and  the  soldiers 
rejoined  their  families  and  began  to  reacquaint  themselves  with  the  civilian  reality 
they  had  left  behind.68 

Those  who  were  left  behind  also  felt  the  effects  of  the  war.  Although  they  were 
safe  from  SCUDs  and  other  hostile  threats,  they  struggled  with  enemies  of  their 
own.  Lieutenant  Colonel  Judy  Nupen  of  Port  Orchard,  Washington,  was  a U.S. 
Army  Reserve  nurse  and  a wife  and  mother  who  activated  with  the  50th.  At  the 
time  of  her  mobilization,  Nupen  had  three  young  children— two  daughters,  five 
and  three  years  old,  and  a four-month-old  son.  With  her  husband,  a physicist  em- 
ployed by  the  Navy  in  Bremerton,  Washington,  she  hastily  arranged  for  a daytime 
nanny  and  began  her  stressful  transition  from  civilian  to  military  life.  Nupen  took 
several  steps  to  mitigate  the  effects  of  the  separation  on  her  children.  She  re- 
corded their  favorite  books  on  tape  so  the  children  could  hear  her  voice  while  she 
was  away.  She  created  a calendar  and  noted  certain  days  that  the  children  would 
receive  previously  purchased  mementos  and  toys  from  their  mother.  Nupen  sent 
regular  letters  and  gifts  while  in  Saudi  Arabia  and  telephoned  at  intervals.  The 
phone  calls,  however,  were  a mixed  blessing.  On  the  one  hand  they  were  a com- 
fort, yet  on  the  other  hand  they  exposed  the  children  to  the  parents’  troubles  and 
travails. 

Nupen’s  husband  also  made  huge  sacrifices.  He  stayed  behind,  working  for  an 
unsympathetic  boss,  losing  sleep  while  caring  for  the  baby  at  night,  and  worrying 
about  his  wife’s  safety  in  the  line  of  fire.  Despite  having  the  best  of  child  care, 
the  children  suffered  too.  One  daughter,  in  particular,  developed  a stress-related 
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dermatitis  and  her  speech  regressed  while  Nupen  was  away. 

While  mulling  over  the  apparent  incongruities  between  her  allegiance  to  family 
versus  country,  Nupen  asserted  that  she  had  “signed  on  the  dotted  line  all  those 
years  ago”  and  gave  a promise  to  her  country  that  she  could  not  ignore,  adding 
that  as  hard  as  leaving  was,  reneging  on  her  word  would  have  proved  even  more 
difficult.  With  her  safe  return  and  the  healing  passage  of  time,  Nupen  and  her  fam- 
ily recovered  from  the  trauma  and  once  again  enjoyed  a normal  family  life.69 

Family  separations— an  inherent  part  of  military  life— always  carry  serious  per- 
sonal repercussions.  ODS,  however,  saw  a large  number  of  women  participants 
and  unprecedented  numbers  of  mothers  separated  from  their  children.70  About 
35,000  military  women  served  in  the  Persian  Gulf  and  made  up  approximately  7 
percent  of  the  U.S.  forces  there.71  Air  Force  Colonel  Penny  Pierce’s  study  inves- 
tigating the  emotional  and  physical  health  of  U.S.  Air  Force  women  who  served 
in  ODS  found  that  45  percent  of  the  women  were  parents.  Her  research  revealed 
that  those  women  who  served  in  SWA  more  than  120  days  suffered  a significant 
decrease  in  self-esteem  that  perhaps,  Pierce  suggested,  related  in  part  to  the  par- 
ticipants’ parental  roles  and  the  effects  of  their  separation  from  their  children.72 
Elisabetta  Addis,  an  international  researcher,  posited  that  the  military  role  is  a 
greater  challenge  to  women  than  to  men  because  the  female  relationship  to  their 
children  is  unique.73  This  debate  will  no  doubt  continue  as  gender  roles  evolve. 

The  experiences  of  Army  Nurse  Corps  officers  who  served  in  the  Persian  Gulf 
during  ODS  included  some  unique  features  and  a number  of  familiar  old  refrains. 
The  unprecedented  components  included  the  inhospitable  desert  milieu;  the  con- 
stant threat  of  chemical,  biological,  and/or  radiological  weapons  with  its  attendant 
prevention  and  treatment  implications;  the  introduction  of  complex  technology 
and  advanced  equipment  into  the  field  setting;  the  ban  on  alcoholic  beverages; 
the  noteworthy  numbers  of  wives  and  mothers  on  active  service  with  all  its  fa- 
milial repercussions;  and  the  gender  restrictions  imposed  on  women  soldiers  by 
the  indigenous  Muslim  culture.  Predictable,  expected  combat  circumstances  in- 
volved the  time-honored  need  for  improvisation  dictated  by  the  dearth  of  sup- 
plies and  equipment;  the  hurry  up  and  wait  framework;  the  significance  of  mail 
and  communications  from  home;  the  spirit  of  camaraderie  and  teamwork  during 
intense  casualty  situations;  the  longer,  more  extensive  duty  days;  the  effect  ex- 
erted on  morale  by  food  and  drink  and  living  conditions;  and  the  prevalence  of 
more  autonomous  nursing  practices.  A blend  of  similar  themes  combining  both 
the  status  quo  of  prior  combat  operations  and  the  unique,  unparalleled  conditions 
of  contemporary  combat  also  manifested  themselves  in  Europe,  that— in  ODS  — 
represented  the  communications  zone. 
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Chapter  Twenty 

Army  Nurse  Corps  Activities  in  Europe  and 
the  Continental  United  States  in  Operation 
Desert  Shield/Operation  Desert  Storm  and  in 
the  Aftermath 


.S.  Army  European  Command,  the  communications  zone,  provided 


the  key  link  between  the  Arabian  Peninsula  and  the  continental  United 


States  (CONUS)  during  Operation  Desert  Shield/Operation  Desert  Storm 
(ODS).1  Numerous  Army  Nurse  Corps  officers  permanently  assigned  in  Europe 
served  there,  providing  essential  care  to  casualties  moving  along  the  evacuation 
chain  as  well  as  to  their  normal  beneficiaries.  Others  in  Europe  deployed  as  Pro- 
fessional Officer  Filler  System  (PROFIS)  personnel  to  Southwest  Asia  (SWA) 
with  Table  of  Organization  and  Equipment  (TO&E)  units  based  in  Europe.  Still 
others  arrived  from  various  worldwide  locations  and  backfilled  the  facilities  in 
7th  Medical  Command  (MEDCOM)  to  replace  staff  who  had  deployed  into  the 
combat  zone.2 

During  the  early  days  of  ODS,  the  7th  MEDCOM  began  planning  to  deal 
with  the  expected  influx  of  battle  casualties.  It  selected  three  major  units  in  7th 
MEDCOM  to  care  for  the  1,760  expected  combat  casualties:  the  2nd  and  97th 
General  Hospitals  at  Landstuhl  and  Frankfurt,  respectively,  and  the  98th  Gen- 
eral Hospital  at  Niirnburg.  To  augment  the  staff  of  these  three  casualty  centers, 
all  11  hospitals  in  7th  MEDCOM  shared  personnel.  The  in-house  and  satellite 
clinics  of  the  1 1 hospitals  at  first  remained  open  to  provide  care  for  the  usual 
population  of  military  personnel  and  family  members  assigned  to  Europe.  Over 
time,  however,  some  clinics  and  offices  relocated  away  from  hospital  facilities 
to  allow  space  for  more  beds.  When  ODS’  air  campaign  launched  on  16  Janu- 
ary 1991,  the  facilities  reduced  selected  health  care  services  for  some  of  their 
usual  patients.  Frankfurt  Army  Regional  Medical  Center,  for  example,  referred 
its  obstetrical  patients  to  the  German  Krankenhausen,  local  civilian  hospitals, 
for  deliveries  and  either  postponed  or  similarly  referred  elective  surgeries  to 
local  host  nation  institutions.3  Supplementing  the  three  Casualty  Care  Centers 
were  five  other  supporting  hospitals.  Based  on  two  criteria— accessibility  to 
an  airport  to  facilitate  reception  of  incoming  casualties  and  sufficient  space  to 
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expand— the  five  selected  were  the  Community  Hospitals  at  Heidelberg,  Wurz- 
burg, Bad  Cannstatt,  Augsburg,  and  Bremerhaven,  Germany.  They  added  753 
operating  beds  to  7th  MEDCOM ’s  capacity.4 

In  November  1990,  Forces  Command  tasked  three  TO&E  hospitals  from  7th 
MEDCOM,  the  12th  Evacuation  Hospital,  the  128th  Combat  Support  Hospital, 
and  the  31st  Combat  Support  Hospital,  to  deploy  from  Europe  to  SWA  in  support 
of  ODS.  The  7th  MEDCOM  ordered  123  Army  Nurse  Corps  officers  from  their 
11  in-country  fixed  facilities  to  accompany  the  deployment.  Of  the  123  deployed 
with  the  three  TO&E  hospitals,  90  were  medical-surgical  nurses,  19  operating 
room  nurses,  and  14  nurse  anesthetists.  The  original  plan  was  to  backfill  the  123 
vacancies  with  U.S.  Army  Reserve  (USAR)  personnel,  but  by  December  1990 
it  was  clear  that  the  three  hospitals  would  have  to  deploy  before  the  arrival  of 
reserve  units  from  the  United  States.  To  bridge  the  gap  and  provide  a modicum 
of  relief,  7th  MEDCOM  requested  Health  Services  Command  (HSC)  to  send  1 1 
Army  nurses  from  CONUS  to  augment  operating  room  and  anesthesia  services  in 
Europe.  These  officers  provided  professional  services  for  about  three  weeks.  The 
three  TO&E  units  that  deployed  to  SWA  returned  to  their  home  stations  in  Europe 
four  months  later  in  April  1991 . 

Meantime,  7th  MEDCOM  dispatched  a team  with  an  Army  Nurse  Corps  rep- 
resentative, Lieutenant  Colonel  Betty  Gruner,  back  to  CONUS  to  consult  with 
the  first  six  reserve  hospitals  destined  for  Europe.5  The  team’s  mission  was  to 
facilitate  the  integration  of  the  units  into  the  European  theater  hospitals  and  clin- 
ics and  to  acquaint  the  unit  personnel  with  the  U.S.  Army  European  Command’s 
requirements.  The  team  also  was  charged  to  identify  shortfalls  or  deficiencies  in 
the  units’  staff.6 

Another  7th  MEDCOM  team  met  the  incoming  reservists  at  Rhein-Main  Air 
Base  in  Germany,  made  on-the-spot  assignments,  and  immediately  transported 
the  individuals  to  their  destinations  via  car,  train,  or  bus.  Since  all  11  hospitals  in 
7th  MEDCOM  had  deployed  at  least  some  of  its  active  duty  staff  to  SWA,  sending 
an  entire  unit  to  one  hospital  was  not  an  option.  Thus,  specially  selected  members 
from  backfill  units  went  to  different  locations  and  the  units  were  separated,  a 
distressing  moment  for  many  of  the  USAR  and  Army  National  Guard  (ARNG) 
soldiers.7 

Lieutenant  Colonel  Kathy  Rockwell  was  one  such  reservist  who  mobilized  with 
her  USAR  unit,  the  94th  General  Hospital  (GH),  at  Mesquite,  Texas,  in  early 
January  1991.  After  processing  for  overseas  rotation  at  Camp  Bullis,  Texas,  the 
unit  departed  on  a commercial  flight  to  Frankfurt,  Germany.  It  was  a poignant 
experience  both  for  Rockwell  and  some  of  the  flight  attendants  because  they 
had  flown  similar  flights  into  Vietnam  three  decades  earlier.  On  arrival,  Rock- 
well learned  that  the  unit’s  expectation  that  they  would  remain  together  “was  a 
dream,”  because  there  was  no  need  for  a whole  unit  to  set  up  in  its  entirety.  Most 
found  the  reality  of  being  divided  into  groups  of  15  to  20  “very  disappointing  and 
very  scary.”  Soon,  however,  the  contingent  was  rolling  down  the  autobahn  toward 
Augsburg  and  the  34th  GH  in  a bus  with  a German  bus  driver  who  spoke  no  Eng- 
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lish.  In  the  dark  of  night,  the  bus  abruptly  stopped  and  the  only  understandable 
communication  between  driver  and  soldiers  was  the  word  “kaput!”  An  hour  later, 
another  bus  picked  up  the  weary  soldiers,  but  now  the  driver  went  astray,  arriving 
at  the  wrong  location  in  Augsburg.  The  nurses  finally  arrived  at  the  hospital  “and 
were  warmly  welcomed”  to  their  new  home. 

The  newcomers  immediately  enhanced  the  Augsburg  hospital’s  medical  readi- 
ness and  initiated  preparations  to  expand  the  hospital  from  125  to  1,000  beds. 
Members  of  the  328th  GH  from  Fort  Douglas,  Utah,  who  had  arrived  before 
Christmas,  were  also  assigned  to  the  34th  GH.  Rockwell  recalled  that  a sense  of 
camaraderie  developed  between  the  two  USAR  units  was  mutually  beneficial  be- 
cause the  Utah  cohort  went  through  emotional  peaks  and  valleys  similar  to  those 
experienced  by  the  Texas  unit.  One  lieutenant  colonel  from  the  328th  GH  had  left 
five  children  younger  than  the  age  of  three  (two  sets  of  twins  and  a baby).  One 
94th  GH  physician  was  away  from  his  wife  and  four  children.  Rockwell  likewise 
had  said  goodbye  to  her  husband  and  four  children.  An  informal  support  system 
developed  among  those  who  shared  the  hardships  of  mobilization. 

The  ground  war  began  and  ended  so  quickly  that  the  34th  GH  received  only  a 
few  orthopedic  casualties  and  most  of  their  patients  were  not  battle  casualties.  Al- 
though in  retrospect  all  the  preparations  seemed  unnecessary,  the  medical  build- 
up was  an  essential  component  of  prudent  planning.  In  May  1991,  the  94th  GH 
redeployed  to  Texas.  Rockwell  reflected  that  her  “homecoming  was  wonderful. 
What  a difference  from  Viet  Nam!  There  were  balloons,  flowers  and  a cheering 
group”  hailing  their  return.8 

Across  Europe,  reservists  filled  vacancies  in  all  11  depleted  facilities.  While 
in  their  assigned  locations,  the  local  military  communities  provided  moral  sup- 
port for  the  reservists,  taking  them  on  tours  of  the  surrounding  sights,  offering 
language  classes,  and  housing  them  in  living  quarters  that  in  some  instances  were 
reputedly  superior  to  the  billets  inhabited  by  the  permanent  party.  In  Germany, 
the  local  nationals  also  hosted  the  reservists  at  concerts,  volksmarches,  dinners, 
shooting  contests,  and  china  factory  visits. 

Almost  541  USAR  and  ARNG  Army  nurses,  whose  number  included  85  oper- 
ating room  nurses  and  47  nurse  anesthetists,  reinforced  the  hospitals  in  Europe. 
The  greatest  area  of  need  was  for  staff-level  nurses  capable  of  providing  hands- 
on  clinical  care.  The  supply  of  backfill  USAR  and  ARNG  staff  nurses  did  not 
precisely  fit  the  demand.  Many  nurse  administrators  belonged  to  reserve  units 
but  the  Table  of  Distribution  and  Allowances  hospital  chief  nurses  were  able  to 
make  good  use  of  all  these  officers  who  likewise  were  willing  and  able  to  fulfill 
virtually  any  role. 

Although  the  entire  assimilation  was  predominantly  trouble  free,  a few  dif- 
ficulties arose.  Commanders  who  attempted  to  retain  control  of  their  personnel 
complicated  the  integration  of  the  USAR/ ARNG  personnel  into  units.  Confusion 
ensued  when  the  integrated  Army  nurses  and  enlisted  nursing  personnel  were 
compelled  to  respond  to  two  chains  of  command.  Many  of  the  reservists  also  felt 
underutilized,  probably  as  a consequence  of  the  short,  rapid  war  that  resulted  in 
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few  U.S.  casualties.9  Pay  problems,  billeting  difficulties,  and  the  loss  of  USAR 
and  ARNG  units’  integrity  that  occurred  when  7th  MEDCOM  dispatched  vari- 
ous unit  members  to  separate  hospitals  were  all  distractions.10  Most,  however, 
regarded  the  mobilization  as  a meaningful  experience.  Captain  Linda  Fortmeier,  a 
reservist  hailing  from  San  Antonio,  Texas,  who  served  as  an  operating  room  nurse 
at  the  97th  General  Hospital  in  Frankfurt,  remarked: 

I knew  what  to  expect.  Our  role  is  to  take  care  of  military  members,  and  that’s  important  to  me. . . . 
I’m  patriotic,  so  it’s  my  way  of  committing  myself  to  that  feeling.  When  I signed  up  with  the  military, 
I was  single.  But  now  I’m  married  and  have  a small  son,  so  there  are  other  things  pulling  at  me.  . . . 
I’m  still  committed  to  the  reserves— it’s  just  more  difficult  now.11 

Fortmeier’s  comments  reflected  the  reality  of  many  Army  Nurse  Corps  offi- 
cers, other  female  soldiers,  and  male  parents  — irrespective  of  component— who 
had  to  leave  their  young  children.  With  many  more  women  making  up  the  total 
force,  ODS  was  the  first  major  operation  where  this  became  a significant  issue. 
Nonetheless,  female  parents  competently  carried  out  their  combat  responsibilities 
during  the  Persian  Gulf  War,  albeit  with  high  levels  of  anxiety  for  their  children 
and  loved  ones  left  behind.12 

The  redeployment  of  USAR  and  ARNG  personnel  to  CONUS  started  in  mid- 
March  1991 . The  command  timed  individual  departures  to  coincide  with  the  return 
of  VII  Corps  forces  to  Europe.  Almost  all  COMPO  II  and  III  soldiers  assigned  to 
Europe  had  returned  home  to  CONUS  and  were  inactivated  by  June  1991. 13 

ODS  likewise  affected  daily  operations  in  Army  hospitals  within  the  United 
States.  While  responding  to  the  collective  mandate  to  continue  providing  care 
for  their  usual  patients,  virtually  all  military  treatment  facilities  had  to  deploy  a 
significant  number  of  their  staff  as  PROFIS  or  Forces  Command  personnel  for 
mobilizing  TO&E  units.  Moreover,  they  transferred  or  cross-leveled  certain  staff 
to  other  CONUS  Table  of  Distribution  and  Allowances  hospitals.14  HSC  facilities 
also  billeted  and  validated  the  credentials  and  skills  of  backfill  USAR  and  ARNG 
personnel.  HSC  tasked  six  installations  as  Army  Primary  Casualty  Receiving  Cen- 
ters for  the  SWA  theater,  requiring  these  hospitals  to  expand  their  operating  beds 
and  bring  their  staff  and  supply  levels  up  to  required  numbers  to  accommodate 
the  expected  increased  casualty  workload.15  The  following  narratives  offer  a brief 
glimpse  into  the  wartime  activities  in  the  Primary  Casualty  Receiving  Centers. 

During  ODS , Fitzsimons  Army  Medical  Center  in  Aurora,  Colorado,  expanded 
its  capacity  to  750  operational  beds,  but  fortunately  it  received  only  127  Desert 
Storm  casualties.  Fitzsimons  Army  Medical  Center  deployed  195  of  its  staff  to 
Saudi  Arabia  and  furnished  56  additional  service  members  as  backfill  at  other 
CONUS  facilities.  To  compensate,  it  relied  on  the  services  of  444  additional  per- 
sonnel, among  them  the  5502nd  U.S.  Army  Hospital  (US AH),  Individual  Mobili- 
zation Augmentees,  those  from  Troop  Program  Units,  Individual  Ready  Reserve 
reservists,  and  voluntarily  recalled  retirees.  Fitzsimons  Army  Medical  Center 
provided  personal  affairs  assistance  and  moral  support  to  215  family  members 
of  deployed  staff  and  the  casualties  hospitalized  at  the  installation.  It  made  every 
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effort  to  fill  all  requests  for  Class  VIII  (medical)  supplies  for  deploying  units. 
Similar  activities  occurred  at  Brooke  Army  Medical  Center  (B  AMC)  at  Fort  Sam 
Houston,  Texas. 

Before  ODS,  BAMC  counted  346  operational  beds.  To  prepare  for  expected 
casualties,  HSC  directed  BAMC  to  implement  a phased  expansion  that  would 
make  1,406  beds  available.  BAMC  located  the  additional  beds  in  the  Main  Hos- 
pital, Beach  Pavilion,  and  eight  nearby  buildings  in  an  outlying  area  that  would 
accommodate  wards,  with  a total  of  480  minimal  care  beds.  Planners  considered 
using  beds  in  Chambers  Pavilion,  a closed  facility  formerly  used  for  psychiat- 
ric patients,  but  rejected  that  option.  Extensive  building  repairs,  alterations,  and 
improvements  were  required  to  transform  the  existing  structures  into  acceptable 
facilities.  From  August  1990  to  March  1991 , BAMC  cared  for  214  military  casu- 
alties from  SWA.  Of  those,  26  involved  combat-related  injuries. 

BAMC  sent  69  PROFIS  officers  to  Saudi  Arabia  and  cross-leveled  153  to  other 
CONUS  health  care  facilities.  To  offset  these  losses,  BAMC  received  850  officers 
and  enlisted  soldiers  from  its  augmentation  unit,  the  5501st  US  AH,  and  approxi- 
mately 600  reservists  from  Troop  Program  Units,  predominantly  nurses,  91Cs 
(practical  nurses),  and  physicians.16 

Walter  Reed  Army  Medical  Center  (WRAMC)  also  transformed  itself  in  prepa- 
ration for  ODS.  Like  other  major  Army  hospitals,  WRAMC’s  assigned  mission 
was  to  deploy  its  PROFIS  personnel;  support  backfill  taskings  to  other  CONUS 
and  European  facilities;  continue  to  provide  health  care  for  all  categories  of  pa- 
tients and  SWA  casualties;  and  to  receive,  integrate,  and  support  incoming  USAR 
and  ARNG  personnel  and  recalled  military  retirees.  It  initially  planned  to  expand 
from  851  to  1 ,000  operational  beds,  with  a capacity  to  add  another  300  beds  if  so 
ordered.17 

WRAMC  began  early  in  January  1991  to  dismantle  and  recapture  patient  rooms 
being  used  as  offices,  sleep  rooms,  clinics,  and  other  areas  not  being  designated 
for  actual  patient  occupation  on  active  wards  in  the  new  hospital,  the  Heaton 
Pavilion,  Building  Two.  Working  floor  by  floor,  a commercial  moving  company 
packed  the  contents  of  each  room  and  stored  them  off  post.  Maintenance  crews 
then  reconnected  medical  gas,  electrical,  plumbing,  ventilation,  and  communica- 
tion systems.  Housekeeping  cleaned  the  rooms,  and  then  the  director  of  logistics 
moved  in  hospital  beds  and  patient  equipment.18  A similar  sequence  occurred  as 
the  Department  of  Nursing  orchestrated  the  opening  of  Ward  9 and  Ward  21/22 
in  the  old  hospital,  Building  One,  that  were  designated  as  minimal  care  wards.19 
The  Property  Management  Division  furnished  these  wards  with  beds,  overbed 
tables,  and  bedside  cabinets  purchased  in  1951  and  1952  during  the  Korean  War 
(1950-1953)  for  that  war’s  casualties  and  stored  for  half  a century  in  Edgewood, 
Maryland,  near  Aberdeen  Proving  Ground.20 

From  23  January  to  15  February  1991,  more  than  1,200  USAR  and  ARNG 
personnel  in-processed  at  WRAMC’s  Delano  Hall.  “They  came  by  convoys  from 
New  England,  by  train  from  Ohio,  by  POV  [privately  owned  vehicle]  from  New 
York  and  New  Jersey.  They  came  and  they  came.”  By  mid-January  the  assemblage 
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included  members  of  nine  reserve  groups,  with  the  largest  being  a contingent 
from  Rockville,  Maryland:  the  2290th  US  AH.21  Forces  Command  initially  disap- 
proved HSC’s  request  to  activate  the  entire  2290th  US  AH,  WRAMC ’s  primary 
augmentation  reserve  unit.22  Instead,  certain  elements  of  the  2290th  US  AH  were 
activated  with  a nursing  component  of  10  operating  room  nurses,  three  nurse 
anesthetists,  and  31  practical  nurses.23  Plans  called  for  the  rest  of  the  unit  to  be 
mobilized  once  hostilities  commenced.24  As  a consequence,  200  reservists  of  the 
total  officer  and  enlisted  complement  of  the  2290th  US  AH  arrived  in  January 
1991 , and  an  additional  500  signed  in  during  February  1991 . To  prepare  the  influx 
of  USAR  and  ARNG  staff  for  their  assignments  at  WRAMC,  the  Department 
of  Nursing  implemented  several  programs.  It  presented  an  orientation  program, 
developed  several  educational  offerings  that  focused  on  the  care  of  combat  ca- 
sualties, created  a Skills  Lab  where  instructors  assessed  basic  nursing  proficien- 
cies and  provided  remedial  training  in  a controlled  environment,  and  offered  an 
intravenous  proficiency  class  for  all  incoming  nursing  staff.25  All  told,  206  Army 
Nurse  Corps  USAR  and  ARNG  officers  served  at  WRAMC  during  ODS.26 

In  January  1991,  Dr.  Phyllis  Collins,  an  associate  professor  of  nursing  at  the 
City  of  New  York  College  of  Staten  Island,  transitioned  into  her  citizen- soldier 
role  as  Captain  Collins  of  the  1208th  US  AH.  The  first  alert  for  the  1208th  came 
at  a propitious  time  in  late  December  1990,  fitting  into  the  college’s  semester 
break  and  allowing  another  faculty  member  to  assume  Collins’  academic  duties. 
Collins  mobilized  at  Fort  Monmouth,  New  Jersey;  reported  in  to  WRAMC;  and 
began  work  as  a staff  nurse  on  the  hospital’s  head  and  neck  surgical  reconstruc- 
tion unit.  She  credited  the  unit’s  head  nurse,  Major  Elaine  Walizer,  as  “having  an 
excellent  orientation  for  the  reservists  assigned  to  her  unit”  as  well  as  outstanding 
leadership  skills.  Collins  marveled  at  the  ward’s  system  of  tracking  discharged 
patients,  its  use  of  the  Workload  Management  System  for  Nurses  (the  military’s 
patient  classification  system),  and  the  Army-wide  universal  system  of  documenta- 
tion that  facilitated  the  care  of  patients  who  transferred  from  one  Army  facility  to 
another.27 

Collins  noted  that  there  were  obvious  divisions  between  reservists  and  active 
duty  staff  at  WRAMC,  but  many  of  the  permanent  party  were  hospitable  and 
friendly.28  She  recalled  a chance  meeting  with  Lieutenant  Colonel  Jean  Reeder 
that  opened  up  doors  to  collegial  relationships  that  spanned  both  professional  and 
social  worlds.  After  introducing  herself  to  Collins  in  the  WRAMC  dining  facil- 
ity, Reeder  invited  her  to  visit  the  Nursing  Research  Service  offices  and  meet  the 
unit’s  staff.29  A cohesive  group  of  nurses  holding  doctorates  subsequently  came 
together,  and  scholarly  discussions  and  social  gatherings  ensued.  Many  took  ad- 
vantage of  the  Washington  area’s  cultural  and  historical  resources.  After  the  con- 
clusion of  the  ground  war,  Collins  and  other  reservists  with  research  or  academic 
backgrounds  were  assigned  to  the  Nursing  Research  Service  to  implement  a ma- 
jor research  project  focusing  on  the  activated  reservists.30 

Collins’  experiences  taught  her  that  “active  duty  Army  is  a family  of  one,” 
where  all  participants  look  out  for  one  another.  Nurses  celebrated  festive  holidays 
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Reservist  and  Army  Nurse  Corps  officer,  Captain  Phyllis  B.  Collins,  served  at  Walter  Reed  Army 
Medical  Center  during  Operation  Desert  Storm  from  January  to  September  1991. 

Photo  courtesy  of  Lieutenant  Colonel  Phyllis  Collins,  Staten  Island,  NY.  ' 
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Four  Army  Nurse  Corps  officers  serving  at  Walter  Reed’s  Nursing  Research  Service  during  ODS 
gather  around  boxes  of  surveys  sent  to  6,000  Army  Medical  Department  officer  and  enlisted  person- 
nel. The  instruments  provided  the  data  to  study  the  determinants  of  adaptation  of  medical  department 
personnel  during  combat.  The  project  investigator  was  Lieutenant  Colonel  Cindy  Gurney.  From  left 
to  right  are  Lieutenant  Colonel  Jean  M.  Reeder,  Gurney,  Lieutenant  Colonel  Mary  T.  Samecky,  and 
Colonel  Valerie  E.  Biskey,  chief  of  the  unit. 

Photo  courtesy  of  Colonel  Cindy  Gurney,  Clifton  Park,  NY. 


together,  worked  as  a unified  team,  and  were  committed  to  their  country.  The 
deployment  was  the  highlight  of  Collins’  military  career.  After  the  deactivation  of 
most  of  her  fellow  unit  members,  Collins  remained  on  active  duty  until  Septem- 
ber 1991  to  compile  and  analyze  the  data  gathered  in  the  course  of  the  reservists’ 
special  study.31 

The  Department  of  Nursing  at  WRAMC  created  a number  of  contingency 
plans,  including  one  to  deal  with  a local  terrorist  attack.  Anticipating  large  num- 
bers of  seriously  ill  patients  in  such  an  event,  personnel  in  the  Nursing  Education 
and  Staff  Development  Service  proposed  a short-term,  three- week  intensive  care 
unit  course  to  upgrade  the  skills  of  existing  and  incoming  staff.32  Colonel  Sha- 
ron Bystran,  a Vietnam  veteran  with  two  previous  assignments  at  WRAMC,  was 
chief.  Clinical  Nursing  Service.  She  competently  updated  the  department’s  Mass 
Casualty  Plan.33 

Colonel  Diane  Butke,  WRAMC ’s  assistant  chief  nurse,  took  on  the  task  of  as- 
signing incoming  nurses  to  clinical  units.  She  contacted  chief  nurses  at  mobiliza- 
tion sites  and  requested  that  they  interview  the  nurses,  summarize  the  deploy- 
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BYSTRAN 


Pictured  here  is  Colonel  Sharon  Bystran,  who  served  as  Chief,  Clinical  Nursing  Service  at  Walter 
Reed  Army  Medical  Center  in  1991 . 

Photo  courtesy  of  Colonel  Sharon  Bystran,  Aptos,  CA. 
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ing  nurses’  clinical  experience  and  background,  and  forward  that  information  to 
WRAMC.  Cooperation  at  every  level  made  for  efficiency.  Butke  then  matched 
the  incoming  nurses’  proficiencies  to  areas  of  need,  methodically  placed  them 
on  specific  nursing  units,  and  coordinated  these  assignments  with  the  chiefs  of 
the  clinical  nursing  sections.  She  became  renowned  as  the  “keeper  of  the  lists.” 
WRAMC ’s  chief  nurse,  Colonel  Mary  Messerschmidt,  remarked  that  the  “credit 
for  the  successful  intergration  [sic]  of  the  reservists  in  the  DON  [Department  of 
Nursing]  belongs  largely  to  her  [Butke].  . . . She  set  the  tone.”34 

To  prepare  for  staffing  the  minimal  care  wards  in  Building  One,  the  units’  head 
nurse,  Major  Maudie  Jones,  and  the  project  director,  Colonel  Brooke  Serpe-In- 
gold,  drafted  staffing  requirements.  Both  revised  plans,  coordinated  with  work 
crews,  and  wrote  protocols  for  the  wards.  The  units  never  had  to  be  opened  be- 
cause the  average  daily  hospital  census  never  exceeded  700  patients.  The  Depart- 
ment of  Nursing  dismantled  the  wards  in  April  1991  and  the  beds  and  equipment 
were  again  retired  to  storage.35 

In  retrospect,  Messerschmidt  wrote  that  the  WRAMC  nurses  who  served  dur- 
ing this  period  of  war  wanted  their  successors  to  capitalize  on  “the  momentum 
and  dedication  of  [WRAMC ’s]  Department  of  Nursing  during  Operation  Desert 
Shield/Storm.”  Overall  conditions  reflected  a “high  degree  of  cooperation  and 
sense  of  pride  that  everyone  shared.  It  was  one  of  the  finest  hours  in  the  history 
of  WRAMC ’s  Department  of  Nursing.”  Finally,  Messerschmidt  formally  thanked 
and  recognized  “all  of  the  nursing  staff  at  WRAMC:  ...  to  those  who  stayed,  and 
to  those  who  went,  and  to  those  who  came  to  take  their  place.”36 

These  vignettes  exemplify  the  story  of  Army  nurses’  experiences,  issues,  and 
contributions  during  ODS . They  document  aspects  of  Army  Nurse  Corps  partici- 
pation, including  some  unprecedented,  some  familiar,  and  many  that  were  minor 
variations  on  historical  themes.  They  underscore  the  fact  that  representatives  of 
all  elements  (active,  USAR,  ARNG,  or  retiree  and  the  civil  service  nurses)— the 
vast,  diverse,  official  and  unofficial  aggregate  of  the  Army  Nurse  Corps  serving 
worldwide— once  again  made  many  significant  sacrifices  and  huge  contributions 
to  the  war  effort. 

During  ODS,  the  U.S.  Army  Nurse  Corps  demonstrated  a high  standard  of  read- 
iness and  fitness  far  superior  to  that  of  early  days  in  previous  operations.  Their 
high  levels  of  physical  fitness  provided  them  with  the  wherewithal  to  work  harder 
and  longer  in  situations  where  staffing  levels  were  less  than  ideal.  The  realiza- 
tion of  the  “one  Army”  doctrine  was  a prominent  feature  of  Army  Nurse  Corps 
involvement.  The  USAR  and  ARNG  nurses  successfully  activated  and  integrated 
into  the  force.  While  stresses  and  strains  were  inevitable,  by  and  large  the  concept 
worked. 

In  ODS,  female  Army  nurses  faced  gender  discrimination.  They  experienced 
intolerance  not  so  much  from  their  male  counterparts  in  the  U.S.  military,  but 
rather  from  the  Muslim  culture  that  the  women  were  serving  to  protect.  Cultural 
norms  dictated  that  U.S.  servicewomen  wear  uncomfortably  hot  clothing,  pro- 
hibited them  from  driving,  and  relegated  women  to  a separate,  subservient  class. 
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Additional  hassles  and  tensions  resulted  from  such  treatment. 

Army  Nurse  Corps  officers  traditionally  have  endured  family  separations  in 
wartime,  but  during  ODS  the  nature  of  the  relationships  and  the  identity  of  those 
involved  in  the  separation  changed  radically.  Approximately  half  the  female  Army 
nurses  deployed  to  SWA  were  parents  with  one  or  more  children.  The  resultant 
separation  between  parent  and  child  provoked  worries  and  concerns  and  was  gen- 
erally difficult  for  all  involved.  Doubtless,  male  nurses  in  similarly  difficult  cir- 
cumstances suffered  equally. 

Army  nurses  used  social  support,  spirituality,  humor,  physical  activity,  and  cor- 
respondence with  friends  and  family  to  adapt  to  the  rigors  and  deprivations  of 
serving  in  a field  army.  The  use  of  alcohol  to  mitigate  stress— not  uncommon 
in  previous  wars— was  prohibited  in  SWA  because  of  the  Muslim  ban  of  such 
substances.  This  prohibition  undoubtedly  generated  many  positive  consequences 
such  as  less  violence,  fewer  accidents,  and  healthier  lifestyles. 

The  need  to  function  in  a hostile  milieu  while  hamstrung  with  logistical  con- 
straints was  nothing  new  for  Army  nurses.  Only  the  details  changed.  Army  nurses 
improvised  and  used  creativity  and  ingenuity  to  make  the  most  of  their  circum- 
stances. The  desert  environment  with  its  climatic  extremes;  the  ubiquitous  threat 
of  nuclear,  biological,  and  chemical  warfare;  and  shortages  of  supplies  and  equip- 
ment, such  as  high-tech  items  perceived  as  necessities,  constantly  demanded  en- 
durance, adaptability,  and  innovation. 

Like  their  predecessors,  Army  nurses  who  served  during  ODS  were  much  more 
than  nurses.  They  were  soldiers  as  well.  They  unpacked  MILVANs  (containers 
for  overseas  or  ground  movement  of  military  cargo)  and  inflated  air  mattresses, 
served  on  company  details,  dug  seepage  pits,  and  removed  rocks  from  proposed 
hospital  sites.  They  performed  guard  duty,  filled  sandbags,  participated  in  wa- 
ter details,  pitched  in  with  mess  duties,  and  assisted  with  field  sanitation  chores. 
Their  flexibility  in  the  exceptionally  austere  conditions  of  ODS  epitomized  the 
strengths  of  Army  nurses.  Colonel  B.J.  Smith  noted  that  countless  commanders 
acknowledged  that  the  mission  could  not  have  been  accomplished  without  the 
dedication  of  Army  nurses  who  contributed  to  the  war  effort  with  a team  spirit,  a 
sense  of  humor,  and  an  attitude  of  infectious  enthusiasm.37 

As  many  as  100,000  of  the  697,000  military  members,  who  served  in  SWA 
during  ODS , reported  significant  health  problems  after  leaving  the  Persian  Gulf. 
They  exhibited  various  combinations  of  symptoms  such  as  bronchitis,  emphyse- 
ma, asthma,  exhaustion,  loss  of  memory,  difficulty  in  concentrating,  excruciating 
headaches,  disturbed  sleep,  stomach  disorders,  lingering  skin  rashes,  muscular/ 
joint  pain,  and  hearing  ailments.  Exhaustive  studies  and  research  have  failed  to 
reveal  a single,  definite  cause  for  the  so-called  Gulf  War  Syndrome.  It  has  been 
variously  attributed  to  combat  stress,  contamination  with  poison  gas,  side  effects 
of  prescribed  prophylaxis,  leishmaniasis,  exposure  to  sand  and  dust,  depleted  ura- 
nium, pesticides,  chemical  agent-resistant  coatings,  and/or  exposure  to  petroleum 
products.38 

No  statistics  exist  documenting  the  numbers  of  Army  Nurse  Corps  officers  — 


478  A Contemporary  History  of  the  U.S.  Army  Nurse  Corps 


if  any  — affected  by  this  illness.39  However,  the  Department  of  Veterans  Affairs 
examination  of  the  case  records  of  5 ,483  women  who  served  in  the  Gulf  War  dem- 
onstrated that  women  in  their  sample  experienced  fatigue  and  headaches  slightly 
more  often  than  male  veterans  but  reported  having  less  muscle  and  joint  pain  than 
their  male  counterparts.  The  small  differences  were  not  statistically  significant.40 

No  Army  Nurse  Corps  officers  lost  their  lives  in  ODS.  However,  several  enlist- 
ed medics  were  killed  in  action  or  died  from  nonbattle  injuries.41  The  U.S.  Army 
suffered  354  wounded  in  action  and  98  killed  in  action,  with  128  other  soldiers 
dying  from  noncombat  causes  42 
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Chapter  Twenty-one 

Operation  Restore  Hope  in  Somalia 


Operation  Restore  Hope  began  as  an  Operation  Other  Than  War,  with  hu- 
manitarian aspects  and  nation-building  overtones.  It  rapidly  became  a 
straightforward  combat  mission  that  took  place  in  Somalia,  a nation  situ- 
ated on  the  Gulf  of  Aden  and  the  Indian  Ocean  on  the  horn  of  Africa.  Conditions 
had  deteriorated  in  Somalia  after  the  toppling  of  Siad  Barre’s  government  in  Janu- 
ary 1991 . Numerous  tribal  clans  and  subclans  began  fiercely  vying  for  supremacy. 
Civil  unrest,  anarchy,  and  lawlessness  ensued,  with  marauding  hoodlums  in  “tech- 
nicals,” vehicles  with  mounted  heavy  automatic  weapons,  ruling  the  streets  and 
terrorizing  the  citizenry.  As  months  of  unrest  turned  into  two  years  of  civil  war, 
the  nation’s  infrastructure  crumbled.  The  overwhelming  chaos  prevented  farmers 
from  growing  crops,  and  feuding  warlords  then  used  scarce  food  as  one  of  their 
weapons  to  gain  power.  Widespread  starvation  followed  and  ultimately  the  United 
Nations  and  the  U.S.  government  intervened  with  famine  relief  efforts.  Equitable 
distribution  of  food  proved  next  to  impossible  because  bandits  who  used  the  pro- 
visions to  reward  their  followers  forced  international  aid  organizations  to  pay  pro- 
tection money  to  the  warlords  or  hire  armed  guards  to  protect  the  food  supplies.1 

The  United  Nations  Operation  in  Somalia  launched  in  April  1992.  After  frus- 
trating months  of  looting,  extortion,  and  running  street  battles,  U.S.  forces  im- 
plemented what  eventually  became  a four-phased  operation  known  as  Operation 
Restore  Hope.  During  the  operation,  Major  General  Steven  Lloyd  Arnold,  the 
commander  of  Army  Forces,  Somalia,  established  a “Four  No’s”  policy— no  ban- 
dits, no  checkpoints  to  extort  fees  from  relief  convoys,  no  technicals,  and  no  vis- 
ible weapons  would  be  tolerated.  Phase  I of  Operation  Restore  Hope  ran  from  9 to 
16  December  1992  and  involved  an  unopposed  Marine  amphibious  landing  at  the 
capital  city  of  Mogadishu  to  secure  the  port  and  nearby  airfields.2  Phase  II,  from 
17  to  28  December  1992,  expanded  security  operations  out  to  humanitarian  relief 
distribution  sites.  Phase  III,  from  29  December  1992  to  17  February  1993,  further 
expanded  security  operations  and  sought  to  uncover  and  seize  weapon  caches. 
Phase  IV,  18  February  1992  to  4 May  1992,  entailed  a handover  of  authority  to 
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the  United  Nations  and  signaled  the  conclusion  of  Operation  Restore  Hope.  A 
United  Nations  peacekeeping  mission,  the  United  Nations  Operation  in  Somalia 
II,  remained  in  Somalia  with  a contingent  of  U.S.  military  who  provided  stabil- 
ity under  the  mantle  of  Operation  Continue  Hope.3  Hostilities  persisted.  In  one 
outbreak,  Somalia  warlord  and  major  clan  leader  General  Mohamed  Farrah  Aidid 
probably  was  responsible  for  the  deaths  of  24  Pakistani  soldiers  on  5 June  1993. 
Aidid’s  followers  also  killed  four  U.S.  Army  soldiers  in  a land  mine  attack  on  8 
August  1993.  Additionally,  his  militia  shot  down  a UH-60  Black  Hawk  helicopter 
on  a surveillance  mission  over  southern  Mogadishu  on  26  September  1993.  Three 
soldiers  perished  in  the  crash.  A week  later,  a firelight  between  Aidid’s  militants 
and  U.S.  Army  Rangers  left  18  American  dead  and  about  100  wounded.  All  U.S. 
troops  finally  left  Somalia  by  September  1994. 4 

In  the  early  days  of  Operation  Restore  Hope,  the  U.S.  Navy  provided  limited 
medical  support  for  theater  forces.  Beginning  on  9 December  1992,  a Marine 
Collecting  and  Clearing  Company,  which  operated  20  beds  and  an  operating  room 
(OR),  provided  basic  Level  II  care  on  land.  At  the  same  time  the  Navy  provided 
Echelon  III,  more  specialized  care,  aboard  its  Task  Force  156  vessels,  the  USS 
Tripoli , the  USS  Juneau,  and  the  USS  Mount  Rushmore.  Also  on  9 December 
1992,  the  USS  Tripoli  assumed  responsibility  for  interim  medical  evacuation  ac- 
tivities with  a helicopter  on  standby  and  dedicated  to  pick  up  casualties.  When  the 
10th  Mountain  Division’s  organic  medical  assets  arrived  in  the  country  on  18  De- 
cember 1992,  it  also  provided  care.  On  8 January  1993,  the  86th Evacuation  Hos- 
pital (EVAC)  became  operational  and  subsequently  provided  all  Level  III  health 
service  support  in  theater.  The  U.S.  Air  Force  (USAF)  set  up  an  Air  Transportable 
Hospital  in  Egypt  at  Cairo  West  Air  Base  on  12  January  1993.  It  served  as  a link  in 
the  air  evacuation  chain,  transporting  patients  back  to  the  2nd  General  Hospital  in 
Landstuhl  and  the  97th  General  Hospital  in  Frankfurt,  Germany.  The  U.S.  Army’s 
62nd  Medical  Group  assumed  overall  responsibility  for  all  theater  health  service 
support  on  1 February  1993.  The  Swedish  military  also  set  up  a hospital  and  cared 
for  coalition  forces.5 

The  U.S.  Army  originally  planned  to  deploy  a Combat  Support  Hospital  (CSH) 
to  provide  health  service  support  using  Deployable  Medical  System  equipment 
prepositioned  aboard  a Navy  ship  in  Diego  Garcia.  The  equipment  required  62 
containers  and  could  not  be  loaded  off  the  ship,  the  USS  Green  Valley,  because 
of  the  shallow  Mogadishu  harbor,  high  waves,  and  cyclonic  winds.  Central  Com- 
mand then  instructed  Forces  Command  (FORSCOM)  to  deploy  a 100-bed  ele- 
ment of  the  86th  EVAC  by  air  from  Fort  Campbell,  Kentucky,  to  Somalia.  The 
Green  Valley  never  unloaded  its  cargo  in  Somalia,  returning  after  a month  to  Di- 
ego Garcia.6 

During  the  entire  mission,  three  rotations  of  Army  medical  units  provided 
health  service  support.  The  first  rotation  spanned  from  9 December  1992  until  1 
May  1993.  The  62nd  Medical  Group  out  of  Fort  Lewis,  Washington,  had  overall 
responsibility  for  theater  medical  services,  while  the  86th  EVAC  from  Fort  Camp- 
bell, Kentucky,  served  as  the  primary  source  of  care.  The  42nd  Field  Hospital, 
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Lieutenant  Colonel  John  Pawley,  chief  nurse  of  the  62nd  Medical  Group,  works  in  his  improvised 
office  in  Somalia  during  Operation  Restore  Hope. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


garrisoned  at  Fort  Knox,  Kentucky,  assumed  health  service  support  responsibili- 
ties during  the  second  rotation,  from  1 May  1993  to  15  August  1993.  The  46th 
CSH  from  Fort  Devens,  Massachusetts,  deployed  for  the  third  and  final  rotation 
from  15  August  1993  until  31  March  1994.  Its  seven-month  tour  was  the  longest 
of  the  three  rotations.7 

Health  Services  Command  placed  the  86th  EVAC,  garrisoned  at  Fort  Campbell, 
Kentucky,  on  alert  for  deployment  to  Somalia  early  in  December  1992.  The  tim- 
ing of  the  operation’s  launch,  which  coincided  with  the  December  holiday  period, 
had  a depressing  effect  on  all  involved.  Nonetheless,  the  men  and  women  of  Fort 
Campbell’s  Blanchfield  Army  Community  Hospital  (BACH)  faced  the  challenge 
with  determination  and  confidence  in  their  ability  to  accept  and  complete  the  mis- 
sion in  spite  of  personal  cost.8 

Over  half  of  the  Army  nurses  serving  at  BACH,  31  of  52,  were  either 
FORSCOM  or  Professional  Officer  Filler  System  (PROFIS)  assigned  to  the  86th 
EVAC,  and  Colonel  JoEllen  Vanatta,  BACH’s  chief  nurse,  immediately  began  plan- 
ning for  their  imminent  deployment.  She  evaluated  the  impact  their  departure  would 
make  on  the  hospital  and  made  sure  that  all  were  ready  to  deploy.  Vanatta  understood 
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Pictured  is  Colonel  JoEllen  Vanatta,  chief  nurse  of  Blanchfield  Army  Community  Hospital  from  1992 
to  1993. 

Photo  courtesy  of  Colonel  JoEllen  Vanatta,  Lakewood,  WA. 
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the  mobilization  would  deplete  her  operation  room  and  anesthesia  staff  and  the 
number  of  nurses  in  the  emergency  room,  intensive  care  units,  and  medical/surgi- 
cal  wards.  It  also  would  reduce  the  numbers  of  nurse  practitioners  in  the  clinics.  In 
a spirited  show  of  support  following  the  alert,  the  assigned  civilian  nurses  stepped 
forward  without  hesitation  to  maintain  the  hospital  and  “immediately  came  on 
line  and  said  they  would  work  extra  shifts.”  The  BACH  civilian  staff  had  always 
been  known  for  its  caring,  cooperative,  team  approach,  and  their  actions  in  the 
early  days  of  Operation  Restore  Hope  were  typical  of  their  attitude.  The  civilians 
intoned  that  “we  have  patients  to  take  care  of  and  we  will  stay.” 

Health  Services  Command  also  responded  expeditiously.  Groups  of  cross-lev- 
eled active  duty  personnel  and  Individual  Mobilization  Augmentees,  purposely 
requested  by  Vanatta  to  report  after  the  holidays,  arrived  at  BACH.  On  3 January 
1993, 28  active  Army  Nurse  Corps  officers  arrived  and  two  days  later  the  Depart- 
ment of  Nursing  at  the  hospital  received  a list  of  12  more  reservist  Army  nurses 
who  would  serve  as  Individual  Mobilization  Augmentees  and  whose  presence 
would  allow  for  the  return  of  the  active  duty  backfill  to  their  home  hospitals.  Al- 
most all  the  reservists  were  “absolutely  superb,”  sound  from  a clinical  standpoint, 
and  had  a positive  frame  of  mind.  Vanatta  also  initiated  an  emergency  purchase 
request  for  contract  nurses  from  a staffing  agency  in  Nashville,  Tennessee,  al- 
though a need  for  their  services  never  materialized.9 

Vanatta  made  certain  that  all  departing  nurses  underwent  Preparation  for  Over- 
seas Movement  and  made  sure  that  no  one— for  any  reason— would  have  to  be 
dropped  from  the  final  PROFIS  list.  There  were  a few  substitutions  for  extenuat- 
ing circumstances,  but  other  Army  nurses  at  BACH  volunteered  to  replace  those 
unable  to  deploy.10  Vanatta  released  the  mobilizing  nurses  from  duty,  and  so  they 
had  some  limited  time  to  tend  to  family  and  personal  concerns,  process  into  the 
mobilizing  unit,  and  attend  predeployment  briefings.  These  sessions  focused  on 
staying  healthy  in  a developing  country  rife  with  unfamiliar  endemic  diseases, 
highlighting  the  care  of  patients  suffering  with  these  ailments,  and  briefed  the 
deploying  nurses  on  family  support  issues.  The  deploying  nurses  were  issued  flak 
vests,  desert  boots,  large  rucksacks,  and  goggles.  Many  of  the  nurses  began  taking 
Mefloquine  malarial  prophylaxis  during  this  preparatory  period.11 

When  the  operational  alert  occurred,  the  unit’s  chief  nurse,  Major  Carolyn  Ad- 
ams, was  participating  in  C4  (Combat  Casualty  Care  Course)  at  Fort  Sam  Hous- 
ton, Texas,  but  she  soon  completed  the  program  and  returned  to  Fort  Campbell, 
Kentucky.  In  the  meantime,  some  confusion  and  frustration  surfaced  regarding 
whether  Adams,  the  garrison  chief  nurse,  or  Colonel  Elise  Gates  Roy,  the  PROFIS 
chief  nurse,  would  deploy  with  the  86th  EVAC.12  FORSCOM  ruled  that  Adams 
would  serve  in  this  role,  and  she  then  was  frocked  to  lieutenant  colonel.13  The 
rationale  for  her  frocking  was  that  she  was  on  the  promotion  list,  all  the  Table  of 
Organization  and  Equipment  chief  nurse  positions  were  being  upgraded  to  lieu- 
tenant colonel,  and  several  PROFIS  lieutenant  colonels  would  join  the  unit  and  be 
staffed  in  positions  subordinate  to  Adams.14 

Adams  deployed  with  a handful  of  nurses  on  30  December  1992  and  arrived  in 
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A smiling  Major  Carolyn  Adams  has  silver  oak  leaves  pinned  on  her  uniform  during  her  promo- 
tion ceremony.  From  left  to  right  are  Lieutenant  Colonel  Frank  Blakely,  Medical  Service  Corps,  86th 
EVAC  commander,  the  newly  frocked  Lieutenant  Colonel  Carolyn  Adams,  and  her  husband,  Colonel 
Bert  Adams,  DC. 

Photo  courtesy  of  Lieutenant  Colonel  Carolyn  Adams,  Steilacoom,  WA. 


Somalia  one  day  later.  Three  chalks  of  nursing  personnel,  each  aboard  a USAF 
C-5  aircraft,  followed  a few  days  later,  with  a total  of  31  Army  Nurse  Corps  of- 
ficers deployed.15  Vanatta  attended  every  departure— whether  during  the  day  or 
at  night— dispensing  cookies  and  hugs  to  the  departees  to  make  it  “a  very  good 
send  off,  under  the  circumstances.”  Several  USAF  KC-10  planes  transported  the 
hospital’s  supplies  and  equipment  to  Somalia.16 

Because  of  their  relatively  late  arrival,  the  86th  EVAC  had  to  set  up  in  a less- 
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Lieutenant  Colonel  Carolyn  Adams,  decked  out  in  her  TA-50,  is  pictured  here  as  she  deployed  with 
soldiers  from  the  86th  EVAC  who  were  gathering  in  the  background.  Adams  recalled  that  almost  all 
in  her  chalk  were  in  high  spirits.  She  added  that  deploying  on  a mission  to  care  for  troops  and  to  help 
other  unfortunate  people  was  an  awesome  responsibility  and  the  ultimate  experience  for  an  Army 
nurse. 

Photo  courtesy  of  Lieutenant  Colonel  Carolyn  Adams,  Steilacoom,  WA. 
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During  a rare  moment  of  calm  in  1992,  86th  EVAC  Army  nurse  Captain  Richard  M.  Prior  visited 
with  Somali  children  at  a refugee  center  and  distributed  small  tokens  of  friendship  during  Operation 
Restore  Hope. 

Photo  courtesy  of  Lieutenant  Colonel  Richard  M.  Prior,  Alexandria,  VA. 


than-ideal  spot  because  other  coalition  units  had  secured  the  prime  real  estate. 
The  86th  EVAC  had  to  locate  at  the  end  of  the  somewhat  secure  airport’s  depar- 
ture runway,  with  high  noise  levels,  blowing  dust  and  sand  as  aircraft  arrived 
and  departed,  and  significant  hazards  from  the  advanced  state  of  disrepair  on  the 
runway.17 

Immediately  after  their  arrival,  the  staff  constructed  their  Deployable  Medical 
System  equipment,  and  the  hospital  was  thereafter  affectionately  referred  to  as 
Somalia  Army  Medical  Center.18  One  nurse  observed,  “Everybody  from  colonel 
down  to  private  was  out  there  slinging  tents,  putting  up  Temper,  and  doing  manual 
labor.”19  The  nurses  helped  to  erect  the  facility  and  also  filled  sandbags.  “Most . . . 
decided  that  it  was  sort  of  fun  to  take  time  for  mindless  jobs.”20 

On  8 January  1992,  the  hospital  began  seeing  patients  on  a limited  basis.  Its 
first  patient  was  a three-year-old  Somali  with  a foreign  body  lodged  in  his  tra- 
chea. Many  other  pediatric  cases,  victims  of  vehicular  accidents  or  random  gun- 
fire, later  followed  this  child  as  patients  of  the  86th  EVAC.  From  the  outset,  the 
hospital  had  no  pediatric  nurses  and  no  pediatric  supplies  or  equipment.  At  first 
they  improvised,  but  eventually  the  hospital  received  pediatric  items  after  requi- 
sitioning them  through  normal  supply  channels  or  acquiring  them  on  loan  from 
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hospitals  in  Europe.21 

Within  a matter  of  weeks,  the  86th  EVAC  had  erected  two  operating  rooms 
(ORs)  and  had  expanded  its  bed  capacity  from  24  to  104  beds,  with  two  12-bed 
Intensive  Care  Units  and  four  20-bed  Intermediate  Care  Wards  in  full  operation 22 
The  EVAC  was  caring  for  40  to  50  patients  in  its  emergency  room  daily  and 
supported  an  inpatient  census  of  about  50  patients  every  day.  Patients  included 
soldiers  and  marines  with  malaria,  dengue  fever,  diarrheal  diseases,  chicken  pox, 
asthma,  acute  febrile  illnesses,  gunshot  wounds,  motor  vehicle  accidents,  amputa- 
tions, and  sports  injuries.  To  care  for  these  patients,  the  nurses  worked  six  12-hour 
shifts  a week,  and  such  long  hours  were  tiring.  Adams  wrote,  “Between  working, 
eating,  laundry  and  showers  there  is  little  time  for  anything  else  except  sleep- 
ing.” She  added  that  the  nurses  “learned  to  sleep  through  gunfire  and  very  loud 
airplanes.”23 

In  March  of  1993,  fighting  tapered  off  significantly  in  Somalia,  and  a decep- 
tive atmosphere  of  relative  calm  settled  over  the  area.  The  86th  EVAC  received 
the  welcome  news  that  it  would  be  relinquishing  its  responsibilities  to  another 
Army  Table  of  Organization  and  Equipment  hospital  unit  and  would  be  returning 
home  in  the  near  future.  Before  its  departure,  however,  plans  to  move  the  hospital 
to  a better  site  had  to  be  implemented.  The  monsoon  season  was  approaching, 
and  prevailing  winds  and  weather  conditions  forced  arriving  planes  to  alter  their 
previously  fixed  flight  patterns.  Because  of  the  winds,  arriving  flights  would  be 
passing  directly  over  the  hospital  during  landings,  an  unacceptable  state  of  affairs. 
Furthermore,  the  existing  site  was  too  small  to  accommodate  the  hospital.  The 
86th  EVAC  staff  began  their  move  to  the  golf  course  on  the  U.S.  Embassy  com- 
pound on  26  March  1993.  During  the  15 -day  odyssey,  the  US S Wasp,  the  423rd 
Clearing  Company,  and  a Swedish  military  hospital  provided  health  care;  and 
those  members  of  the  86th  EVAC  not  involved  in  the  actual  move  augmented  the 
Swedish  hospital  staff.  The  new  location  had  security  drawbacks,  communication 
problems,  and  patient  transport  and  aeromedical  evacuation  difficulties,  but  over- 
all it  was  an  improvement.  It  gave  the  unit  additional  physical  space  and  a more 
level  site  and  allowed  for  floors  and  connecting  ramps  in  and  among  the  various 
structures  of  the  facility.24 

The  main  body  of  the  86th  EVAC  left  Somalia  on  6 May  1993,  and  most  of  the 
first  rotation  health  service  support  staff  departed  by  the  end  of  May  1993.  Their 
replacements,  the  officers  and  enlisted  of  the  42nd Field  Hospital,  arrived  in  the 
country  on  24  April  1993  and  took  charge  of  patient  care  by  the  end  of  April.25 

Hurried  preparations  marked  the  42nd  Field  Hospital’s  deployment  from  Fort 
Knox,  Kentucky,  in  late  April  1993 . Captain  Sharon  Pryor,  for  instance,  closed  her 
on-post  house,  packed  her  household  goods  in  a truck,  and  drove  her  four  sons 
home  to  Chicago,  all  within  a two- week  period.  She  participated  in  threat  briefs 
and  health  briefs.  With  packing  lists  furnished,  she  organized  her  belongings  and 
filled  the  two  duffle  bags  allowed  her  with  three  issued  desert  camouflage  uni- 
forms, head  gear,  TA-50,  chemical  equipment,  and  an  air  mattress.  Pryor  packed 
batches  of  personal  supplies  and  gave  them  to  her  mother  so  she  could  incremen- 
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First  Lieutenant  Lyle  Keplinger,  a staff  nurse  in  the  intensive  care  unit  at  the  86th  EVAC  in  Somalia, 
tends  to  a patient  with  multiple  chest  tubes  early  in  1993. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


tally  mail  them  to  her  in  Somalia.26 

The  42nd  Field  Hospital  deployed  as  a unit  on  a commercial  flight,  leaving 
Fort  Knox  in  the  early  morning  on  23  April  1993  and  arriving  in  Mogadishu  on 
24  April.  Stepping  off  the  plane,  the  staff  encountered  a blast  of  intense  heat  and 
mixed  greetings  from  the  Somalis,  some  of  whom  “yelled  ‘Americans’ joyfully 
and  others  [who]  waved  foul  hand  gestures.”  The  42nd  Field  staff  had  expected  to 
be  viewed  as  heroes,  “but  obviously  not  to  all.”27 

The  86th  EVAC’s  welcome  for  the  42nd  Field  was  “warm,  friendly,  and  help- 
ful.” The  incoming  unit  fell  into  the  86th  EVAC’s  Deployable  Medical  System 
equipment  and  tent  billets  and  assumed  responsibility  for  nursing  care  on  the 
third  day  after  their  arrival.  Nine  days  later,  the  86th  departed,  but  in  the  interim 
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The  62nd  Medical  Group’s  Lieutenant  Suzanne  Richardson  was  on  duty  on  the  Medical  Ward  at  the 
86th  EVAC  in  Somalia  in  spring  1993.  Note  the  calendar  on  the  upper  right  with  the  days  crossed  off, 
counting  down  to  redeployment  day.  This  was  a time-honored  tradition  in  the  combat  theater  and  was 
one  method  used  to  cope  with  the  stress  of  being  away  from  home. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


relations  between  the  two  units  became  progressively  strained.  The  42nd  Field 
nurses  believed  that  their  86th  EVAC  counterparts  were  reluctant  to  “hand  over 
the  reins”  and  “felt  lost  in  losing  control.”  However,  the  86th  EVAC  nurses  were 
anxious  to  redeploy.  Adding  to  the  frustration  over  the  86th  EVAC’s  ambivalence 
was  the  resentment  that  the  42nd  Field  nurses  were  “walking  into  better  living 
and  working  conditions”  than  those  originally  experienced  by  the  86th  EVAC 
nurses.  Crowded  conditions  resulting  from  two  units  occupying  a small  space 
added  to  the  dissonance.  In  retrospect,  the  42nd  Field  nurses  believed  that  12  days 
of  overlap  was  excessive  and  recommended  facilitating  a rapid  departure  for  the 
outgoing  unit  in  future  changeovers.28 

The  42nd  Field  Hospital  began  its  service  in  a period  of  relative  calm,  but  things 
soon  changed.  Peace  talks  that  had  begun  in  March  stalled  and  tensions  rose.  As 
coalition  military  personnel  and  equipment  redeployed  out  of  the  country  and  the 
United  Nations  took  over,  patrols  decreased.  Aidid  took  advantage  of  this  lax- 
ity and  once  again  infiltrated  his  militia  into  Mogadishu.  The  sounds  of  gunfire 
returned.  American  battle  casualties  correspondingly  rose  from  one  case  in  May 
1993  to  11  in  June,  12  in  July,  19  in  August,  21  in  September,  and  165  in  October 
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with  the  Black  Hawk  Down  incident.29 

The  unit’s  first  of  many  mass  casualties  (MASCALs)— this  one  involving  in- 
juries to  two  American  and  an  additional  number  of  Pakistani  soldiers— occurred 
in  the  first  week  of  June.  The  nurses’  emotions  ran  high  because  most  had  never 
before  encountered  such  traumatic  battlefield  injuries.  Furthermore,  the  nurses 
heard  the  sounds  of  nightly  gunfire,  and  the  commander  restricted  all  staff  to  the 
compound  and  ordered  additional  coils  of  concertina  wire  to  be  strung  around 
the  unit’s  perimeter.  Twelve  days  later  another  MASCAL  occurred,  with  numer- 
ous Pakistani  and  Moroccan  casualties.  A third  MASCAL  during  the  last  week 
of  June  involved  wounded  Italian  soldiers,  and  in  mid- July  all  were  saddened 
by  the  beating  death  of  a young  Cable  News  Network  reporter,  who  was  well 
known  to  the  hospital  staff.  By  this  time,  the  mood  on  the  compound  mirrored 
the  dismal,  rainy  weather,  although  spirits  occasionally  received  a boost  from 
periodic  A rations,  participation  in  morale-raising  activities  such  as  a Fourth  of 
July  party,  rest  and  recreation  trips  to  Mombassa  and  Nairobi,  watergun  fights, 
pinochle,  music,  books,  and  thoughts  of  the  future  redeployment  home  scheduled 
for  mid- August. 30 

The  42nd  Field  Hospital  staff  departed  the  United  States  Embassy  compound 
on  16  August  1993.  M-17  and  UH-60  helicopters  shuttled  them  to  the  Mogadishu 
airport  for  their  flight  home.  Their  replacements,  the  46th  CSH,  based  in  Fort 
Devens,  Massachusetts,  had  arrived  only  a few  days  earlier.31 

Like  its  predecessors,  the  incoming  unit,  the  46th  CSH,  enjoyed  its  first  few 
days  in  country  in  relative  calm  before  Aidid  ordered  an  upsurge  in  the  attacks  on 
Americans.  With  the  crescendo  of  hostilities,  a siege  mentality  quickly  developed 
on  the  embassy  compound,  and  the  Medical  Task  Force  46  commander  directed 
that  MILVANs  (containers  for  overseas  or  ground  movement  of  military  cargo)  be 
placed  around  the  compound’s  perimeter  to  augment  existing  defenses  and  serve 
as  an  enhanced  shield  from  small  arms  fire.32 

During  the  last  two  weeks  of  August  and  throughout  September  1993,  the  46th 
CSH  received  sporadic  casualties.  A land  mine  explosion  injured  four  soldiers  on 
19  August.  Another  detonated  land  mine  likewise  wounded  six  more  soldiers  three 
days  later.  A helicopter  door-gunner  sustained  fragment  wounds  on  2 September 
1993,  and  a helicopter  pilot  suffered  a similar  fate  on  6 September  1993.  As  days 
passed,  a number  of  U.S.  soldiers  fell  victim  to  gunshot  wounds  and  shrapnel  in- 
juries, fractures,  eye  trauma,  and  stress-related  illnesses.  On  25  September,  hostile 
fire  downed  a UH-60  helicopter.  Three  U.S.  soldiers  perished  and  three  others 
were  seriously  wounded.  One  required  a below-the-knee  and  a below-the-elbow 
amputation  and  had  bums  to  the  eyes.  The  second  soldier  had  a bullet  wound  to 
the  neck  with  involvement  of  the  cervical  spine  and  a fractured  hand,  and  a third 
soldier  sustained  a gunshot  wound  to  the  thigh.  All  of  these  incidents  plus  a fatal 
shark  attack  failed  to  prepare  the  46th  CSH  for  what  was  soon  to  come.33 

Attacks  and  casualties  peaked  on  3 October  with  a 15-hour-long  battle,  later 
chronicled  by  Mark  Bowden’s  book  Black  Hawk  Down.  Task  Force  Ranger,  a 
Special  Operations  task  force,  attempted  to  capture  Aidid.  During  the  firelight,  the 
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warlord’s  militia  succeeded  in  bringing  down  two  Task  Force  Ranger  helicopters 
with  Rocket  Propelled  Grenades.  Heavy  street  fighting  left  18  Rangers  dead  and 
approximately  100  wounded  in  action.34 

The  46th  CSH  had  four  OR  tables  and  52  beds,  of  which  12  were  intensive 
care  and  40  intermediate  care  beds.  The  facility  was  only  staffed  to  support  32 
beds.  Nonetheless,  the  staff  efficiently  responded  to  the  MASCAL.  It  helped  that 
the  casualties  arrived  in  well-spaced  increments,  with  a few  trickling  in  between 
pushes.  The  first  wave  of  24  casualties  arrived  at  1730  hours  on  3 October,  two 
hours  after  the  operation  began.  The  second  wave  of  36  wounded  arrived  on  a he- 
licopter a little  more  than  12  hours  later.  The  Swedish  hospital  cared  for  a number 
of  those  with  orthopedic  injuries,  and  a contingent  of  German  physicians  aug- 
mented hospital  personnel  of  the  46th  CSH.  Over  the  MASCAL’s  two  days,  56 
operative  procedures  took  place  on  the  four  OR  tables.  Two  USAF  C-141  aircraft 
evacuated  55  casualties  to  Landstuhl  Army  Medical  Center  in  Germany  in  the  im- 
mediate aftermath  of  the  MASCAL.35 

Army  nurses  were  ready  to  care  for  the  battle  casualties  from  the  outset  of  the 
operation.  Their  actual  participation  began  when  one  of  the  Army  Nurse  Corps 
officers  assigned  to  the  46th  CSH  spotted  a landing  Black  Hawk  helicopter  rather 
than  the  usual  Medical  Evacuation  Huey  and  knew  it  was  an  ominous  sign.  Then 
the  first  wounded  descended  on  the  hospital.  The  Emergency  Medical  Treatment 
area  soon  had  all  its  tables  occupied  with  incoming  casualties,  and  the  “wounds 
were  just  incredible.”  The  hospital  staff  rose  to  the  occasion. 

We  utilized  every  person  on  the  compound.  Everyone  pitched  in  and  contributed  in  one  way  or 
another.  We  were  familiar  with  how  the  system  worked  and  were  able  to  make  it  all  come  together. 
People  were  scared,  but  everyone  did  a wonderful  job.  Staff  felt  very  proud  of  themselves  to  know  that 
when  the  rubber  met  the  road  they  could  do  it.36 

No  one  could  remain  unaffected  by  those  days’  events  and  all  experienced  some 
degree  of  emotional  reaction.  To  ameliorate  the  effects  of  the  MASCAL  and  the 
stressful  environment  in  general,  the  Army  Medical  Department  had  a combat 
stress  team.  This  group  conducted  interviews  and  debriefings  that  served  as  a 
catharsis  and  helped  the  46th  CSH  staff  cope  with  the  event.37 

Original  plans  were  to  relieve  the  46th  CSH  with  the  115th  Field  Hospital  from 
Fort  Polk,  Louisiana,  in  late  December  1993  or  early  January  1994.  With  shift- 
ing political  winds,  however,  plans  changed.  The  commander  in  chief,  Central 
Command,  and  the  FORSCOM  commander  directed  the  46th  CSH  to  stay  and 
gradually  phase  down  in  accordance  with  the  overall  reduction  of  U.S.  presence  in 
Somalia.  In  January  1994,  115  Army  Medical  Department  personnel  redeployed 
to  their  home  stations.  Other  soldiers  followed  them,  returning  home  individually 
through  mid-February  1994.  From  64  beds  and  350  personnel  in  November  1993, 
the  46th  CSH  was  down  to  14  beds  and  175  staff  in  February  1994.  The  Army 
transferred  responsibility  for  health  service  support  to  the  Navy  in  March  1994. 
This  concluded  Army  Medical  Department  involvement  in  Somalia.  Thereafter, 
a Marine  Corps  Collecting  and  Clearing  Company  situated  at  the  Mogadishu  air- 


496  A Contemporary  History  of  the  U.S.  Army  Nurse  Corps 


A number  of  celebrities  joined  forces  with  the  USO  to  visit  the  troops,  the  hospital,  and  its  patients 
during  Operation  Restore  Hope  in  Somalia.  Here,  in  1993,  Charlton  Heston  (left)  paused  for  a mo- 
ment with  First  Lieutenant  Patricia  Hall  (right)  of  the  86th  EVAC.  Hall  was  caring  for  a child  (center) 
pushed  in  front  of  a truck  by  his  mother  who  erroneously  assumed  her  son’s  injuries  would  ensure  his 
speedy  passage  to  America. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Colonel  Iris  J.  West  (right)  did  extensive  historical  research  focusing  on  Operation  Restore  Hope.  Here 
she  accepts  a meritorious  service  medal  for  her  many  contributions  while  Army  Nurse  Corps  historian, 
assigned  to  the  U.S.  Center  of  Military  History.  Presenting  the  award  in  October  1994  was  Colonel 
John  W.  Mountcastle,  Chief  of  Military  History  (left). 

Photo  courtesy  of  Colonel  Iris  West,  Dexter,  NY. 
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field  held  sick  call  and  offered  limited  holding  and  emergency  care.38 

Stress  was  an  unavoidable  feature  of  service  in  Somalia.  Numerous  mass  ca- 
sualty situations,  horrific  wounds,  frequent  sudden  deaths  among  a population 
of  young  adults,  insufficient  or  inappropriate  supplies,  and  caring  for  the  enemy 
plagued  the  nurses.  Cycles  of  inactivity  and  boredom  followed  by  periods  of  fre- 
netic action,  few  rest  and  recreation  opportunities,  rare  to  nonexistent  mail  deliv- 
eries, and  a dearth  of  telephones  added  to  the  sense  of  isolation.  Those  who  had 
served  in  Operation  Desert  Storm  said  that  they  saw  far  more  trauma  in  Somalia 
than  they  had  encountered  in  the  previous  war.  When  a young  Irish  nurse  riddled 
with  bullet  wounds  died  on  the  operating  table,  the  OR  nurse  confided,  “It  was 
that  day  that  it  really  sunk  into  everyone’s  mind  that  we  were  in  a very  unsafe 
environment.  It  opened  a lot  of  eyes.”  Church  services,  discussions,  physical  ac- 
tivities, and  sleep  boosted  morale,  as  did  the  country  and  western  band  formed  by 
a group  of  86th  medics  and  the  USO  tours  featuring  Charlton  Heston,  Clint  Black, 
Gerald  McRainey,  and  Lisa  Hartman.39 

The  art  of  field  expediency  — one  of  Army  nurses’  unsung  talents— manifested 
itself  as  well  in  Operation  Restore  Hope.  Hampered  by  too  few  urinals  and  mea- 
suring devices,  Army  Nurse  Corps  officers  fashioned  empty  water  bottles  into 
vessels  to  accurately  gauge  intake  and  output.  They  filled  empty  saline  bottles 
with  sand  to  serve  as  traction  weights.  They  improvised  a Stryker  frame  with 
anchoring  wood  blocks  to  mimic  a modern-day  rocking  bed  and  thus  prevented 
pulmonary  congestion  by  regularly  changing  the  patient’s  position.  Lieutenant 
Colonel  Larry  Grant,  the  86th  E VAC’s  OR  head  nurse,  rearranged  the  Operating 
Room/Central  Materiel  Supply  suite  into  a one-way  loop  for  supplies  to  flow  and 
thus  fostered  asepsis  and  prevented  cross-contamination.  This  became  known  as 
“Grant’s  Loop.”40 

Colonel  Iris  West  studied  the  Army  Nurse  Corps  participation  in  Operation  Re- 
store Hope  and  her  observations  provide  a fitting  conclusion  to  this  chapter: 

What  were  the  lessons  learned.  . . ? What  do  we  need  to  draw  from  this  at  times  painful  period.  . 
. ? The  first  lesson  is  that  despite  of  all  the  difficulties,  the  lack  of  supplies,  discomfort,  and  danger, 
the  Army  Nurse  Corps  was  always  there  providing  quality  patient  care.  Operation  Restore  Hope  was 
different  than  anything  else  the  corps  had  done  in  recent  history.  However,  with  the  end  of  the  Cold 
War,  this  type  of  operation  may  well  be  a template  for  the  future.  Can  an  Army  designed  for  a Cold 
War  environment  perform  in  “operations  other  than  war”?  The  answer  is  yes,  but  the  solution  as  well 
as  the  second  lesson  is  that  the  old  methods  of  operation  do  not  always  work.  Army  nurses  must  con- 
tinue to  be  flexible  and  innovative.  ...  Do  not  expect  that  everything  one  has  in  a peacetime  hospital 
will  be  there  in  an  austere  theater  of  operation.  Do  be  prepared  to  find  field  expedients  to  make  things 
work.  The  third  lesson  is  one  that  the  corps  has  always  had  to  grapple  with.  Army  nurses  are  more 
than  nurses;  we  are  also  soldiers.  To  be  the  greatest  asset,  an  Army  nurse  who  deploys  to  the  field  must 
know  basic  soldier  skills  such  as  use  of  weapons,  personal  defense,  and  fieldcraft.  Finally,  providing 
medical/nursing  care  to  people  of  a different  culture  with  different  values  presents  unique  and  chal- 
lenging ethical  quandarys  [sic] . 


All  in  all,  the  deployment  to  Somalia  furnished  Army  nurses  with  unique  opportunities  to  grow,  a 
greater  knowledge  of  diverse  cultures,  and  for  most  an  enhanced  sense  of  personal  strength.  There  was 
also  a renewed  sense  of  gratitude,  pride,  and  appreciation  for  what  our  country  means  to  us.  And  for 
most  a reaffirmation  of  why  we  chose  to  wear  the  uniform.41 
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Chapter  Twenty -two 

Operations  in  the  Former  Republic  of 
Yugoslavia 


he  complex  affairs  in  the  former  republic  of  Yugoslavia  in  the  late  20th 


century  were  a tangled  web  woven  by  centuries  of  subjugation  under  vari- 


ous foreign  conquerors.  These  “conflicting  imperialisms”  as  well  as  “arbi- 
trary boundaries,  and  substantially  different  political  cultures”  contributed  to  the 
area’s  instability.1  Yugoslav  dictator  Josip  Broz— Marshal  Tito— held  together  a 
relatively  stable  communist  federation  after  World  War  II,  but  10  years  after  Tito’s 
death  in  1980,  the  country  had  fragmented  into  six  republics  and  two  provinces 
marked  by  political,  economic,  religious  upheavals,  and  cultural  diversity  and 


In  the  early  1990s,  tensions  among  the  various  ethnic  groups  sowed  the  seeds 
of  civil  war.  The  bloodiest  European  conflict  since  World  War  II  followed.  What 
came  to  be  euphemistically  known  as  “ethnic  cleansing,”  viewed  by  the  global 
community  as  mass  murder,  resulted  in  approximately  10,000  deaths— mostly 
among  Croatians— during  the  final  four  months  of  1991 . By  then  there  were  also 
an  estimated  600,000  Yugoslav  refugees.3 

The  European  Union  imposed  a set  of  economic  sanctions  on  the  Balkan  states 
in  November  1991,  but  this  had  no  effect  on  the  ongoing  internal  struggles.  The 
United  Nations  took  action  on  21  February  1992,  passing  Security  Council  Reso- 
lution 743  that  called  for  the  creation  of  the  U.N.  Protection  Force  referred  to  as 
UNPROFOR.  This  was  followed  by  Security  Force  Resolution  749,  which  autho- 
rized the  deployment  of  U.N.  forces  to  Croatia  and  Bosnia-Herzegovina.4 

To  provide  health  service  support  for  UNPROFOR,  the  commander-in-chief 
of  U.S.  Army,  Europe  tasked  V Corps  to  move  a 60-bed  hospital  to  Croatia  and 
to  augment  the  hospital  with  staff  and  equipment  from  7th  Medical  Command.5 
The  implementation  of  this  deployment  reduced  the  ability  to  deliver  health  care 
within  the  7th  Medical  Command  at  a time  when  U.S.  forces  in  Europe  were 
undergoing  a sizeable  drawdown  of  personnel.  Several  months  later  in  Operation 
Provide  Promise,  when  the  502nd  Mobile  Army  Surgical  Hospital  (MASH)  be- 
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came  the  second  hospital  to  deploy  from  Europe,  it  drew  significant  staff  from  the 
3rd  Combat  Support  Hospital  (CSH)  at  Niimberg.  Colonel  Charles  F.  Miller  ob- 
served that  there  was  “no  more  wiggle  room  to  take  care  of  retirees”  and  warned 
that  there  likewise  might  “not  be  enough  wiggle  room  in  the  next  year  to  take  care 
of  dependents  if  the  draw  down  continues.”  Only  the  closure  of  the  Niimberg  and 
Erlangen  military  communities  prevented  the  realization  of  this  dire  prediction.6 
The  first  Table  of  Organization  and  Equipment  hospital  chosen  to  deploy  to  Za- 
greb, Croatia,  was  the  212th  MASH. 

The  212th  MASH  was  subordinate  to  the  68th  Medical  Group,  garrisoned  at 
Wiesbaden  Air  Force  Base  in  Germany.7  Most  of  the  unit’s  Professional  Officer 
Filler  System  staff  learned  “off  the  record”  about  their  future  deployment  while 
on  REFORGER  92,  an  annual  field  exercise  that  the  U.S.  Army,  Europe  curtailed 
to  permit  the  Table  of  Organization  and  Equipment  personnel  and  their  Deploy- 
able Medical  System  (DEPMEDS)  equipment  time  to  prepare  for  the  deploy- 
ment. The  unit  received  its  warning  orders  in  October  1992,  and  the  unit  staged 
in  Wiesbaden.  All  deploying  soldiers  qualified  on  their  weapons  and  all  attended 
refresher  courses  on  nuclear,  biological,  and  chemical  protection.  They  also  par- 
ticipated in  briefings  on  safety  measures,  cold  weather  hazards,  the  articles  of 
the  Geneva  Convention,  the  Code  of  Conduct,  management  of  stress,  the  current 
threat  situation,  and  the  avoidance  of  land  mines,  and  heard  a historical  precis  on 
their  destination  country,  Yugoslavia.8 

The  main  body  of  the  212th  MASH  flew  via  charter  aircraft  to  Zagreb  in  mid- 
November  1992.  The  vehicles,  supplies,  and  DEPMEDS  equipment  came  by  rail. 
Upon  arrival,  the  staff  of  the  hospital  under  the  command  of  Lieutenant  Colonel 
Everett  Newcomb  immediately  erected  their  11  tents  and  readied  their  perim- 
eter protection  of  five  MILVANs  (containers  for  overseas  or  ground  movement  of 
military  cargo)  on  a plot  of  land  called  Camp  Pleso,  adjacent  to  a hangar  riddled 
with  bullet  holes  that  bore  silent  testimony  to  a violent  past.  Their  allotted  space 
was  about  a mile  and  a half  from  the  Zagreb  Airport’s  passenger  terminal.  Parts  of 
the  MASH,  the  inpatient  wards,  were  erected  in  the  hangar,  while  another  section 
housing  other  components  extended  out  from  the  building.  The  60-bed  MASH 
included  one  12-bed  Intensive  Care  Unit,  two  20-bed  Intermediate  Care  Wards,  an 
eight-bed  Mental  Health  Section,  and  an  Emergency  Medical  Treatment  (EMT) 
area.  Two  operating  room  suites  accommodated  two  operating  room  tables  each. 
The  212th  MASH  staff  billets  were  General  Purpose  Large  tents. 

Living  conditions  were  primitive.  Twelve  soldiers  shared  each  tent.  Each  sol- 
dier’s personal  space  was  about  six  by  eight  feet  and  it  took  great  ingenuity  to 
create  a semblance  of  privacy.  The  tents’  inhabitants  strung  lashing  rope  or  wire 
to  support  improvised  room  dividers  fashioned  from  ponchos,  sheets,  draperies, 
or  locally  purchased  fabric.  A friendly  contingent  from  the  Netherlands  helped  the 
212th  MASH  soldiers  set  up  their  billeting  tents.  The  soldiers  from  Holland  were 
living  in  1940s-era  tents  that  were  very  rudimentary.  The  212th  MASH  had  sev- 
eral excess  General  Purpose  Large  tents,  so  they  lent  them  to  the  Dutch  soldiers  in 
appreciation  for  their  assistance. 
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The  unit’s  stated  mission  was  to  provide  health  care  and  a 30-day  patient  hold- 
ing capability  for  the  more-than-20 ,000-strong  U.N.  forces,  including  U.N.  ci- 
vilians serving  in  the  area.  They  treated  their  first  patient,  a civilian  injured  by 
a land  mine  that  detonated  while  he  was  clearing  an  area  for  the  hospital,  on 
13  November  1992.  The  next  day  the  hospital  formally  opened  with  a ribbon- 
cutting ceremony  attended  by  two  members  of  Congress,  Arizona  Senator  Dennis 
DeConcini  and  Indiana  Representative  Frank  McCloskey.9 

The  212th  MASH’s  nursing  staff  consisted  of  41  Army  Nurse  Corps  officers 
and  81  enlisted  medics.  Approximately  one-third  of  the  latter  were  91Cs,  licensed 
practical  nurses.  Nursing  personnel  came  from  various  units  in  Europe,  including 
the  SHAPE  Medical  Department  Activity  in  Belgium,  the  Berlin  Medical  Depart- 
ment Activity,  the  2nd  General  Hospital,  the  97th  General  Hospital,  and  the  130th 
Station  Hospital,  all  of  the  latter  four  in  Germany.  Major  Paul  Erlich,  the  hos- 
pital’s chief  nurse,  used  the  newly  formulated  (December  1990)  “Standards  for 
Nursing  in  Mobilization”  to  organize  the  Department  of  Nursing.  He  promptly  set 
up  procedures  to  ensure  quality  of  care  and  established  a Nursing  Education  and 
Staff  Development  Program  that  was  administered  by  Captain  Jenevie  Llanes. 
Among  the  educational  presentations  offered  were  a Journal  Club,  a course  on 
trauma  nursing,  and  Advanced  Cardiac  Life  Support  programs.  Captain  Elizabeth 
Bowie  chaired  the  Infection  Control  Committee  that  monitored  the  hospital’s  four 
nosocomial  infections,  three  of  which  were  in  patients  with  penetrating  combat 
wounds.  Every  day  at  1000  hours  Erlich  held  head  nurse  meetings.  Typical  agen- 
da topics  included  information  disseminated  from  the  task  force  commanders, 
new  nursing  policy  instructions,  and  security  concerns.  Head  nurses  recorded  the 
shared  information  in  their  ward’s  commobook  (communications  book),  which  all 
unit  staff  read  and  initialed  daily.  Captain  Jimmy  Johnson,  the  Army  Community 
Health  Nurse,  served  as  chief  of  preventive  medicine  and  immediately  imple- 
mented initiatives,  such  as  programs  for  pest  control,  sanitation,  water  purifica- 
tion, and  prevention  of  sexually  transmitted  diseases. 

Language  barriers  were  perplexing.  With  a multinational  clientele  from  approx- 
imately 33  countries  who  spoke  numerous  languages,  communication  was  often 
difficult.10  To  circumvent  these  barriers,  the  nurses  used  flash  cards,  pointing  to 
body  parts,  hand  signals,  translators,  and— if  all  else  failed— charades  to  commu- 
nicate with  patients.  Other  issues  included  finding  a place  to  accommodate  respira- 
tory isolation  patients  and  relearning  the  field  expedient  mindset  to  adapt  available 
supplies  and  equipment  to  meet  unanticipated  needs.11  With  the  extremely  cold 
weather  in  January  1993,  further  improvisations  became  necessary.  The  -30°  F 
weather  caused  everything— medications,  intravenous  fluids,  K-thermia  pads, 
and  even  lubricant  jelly— to  freeze.  In  the  operating  room,  the  nurses  thawed 
medication  vials  by  placing  them  in  their  clothing,  close  to  their  bodies.  They  put 
frozen  water  tubing  in  the  overhead  heating  vents  to  obtain  water.  They  shined 
high-intensity  spotlights  on  intravenous  bags  to  heat  them.  Captain  Nelda  Barn- 
hill thought  that  this  was  “probably  one  of  the  most  unusual  things  that  has  ever 
happened  in  operating  room  nursing.”  She  added  that  the  attempts  to  deal  with  the 
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subzero  cold  were  “a  group  effort.”  All  were  creatively  thinking  of  ways  to  deal 
with  the  extraordinary  circumstances  and  improve  patient  care.12 

Despite  wearing  ungainly  thermal  underwear,  all  the  nurses  remained  bitterly 
cold  and  uncomfortable.  When  they  donned  their  issued  bulky  cold- weather  garb, 
they  felt  like  the  “Michelin  man”  or  the  “Pillsbury  doughboy.”  The  French  sol- 
diers, however,  looked  toasty  warm,  “slim,  trim,  and  ready  to  move.”  After  talking 
to  the  French  troops,  the  nurses  discovered  that  they  wore  silk  underwear.  Soon 
most  of  the  Army  nurses  ordered  their  own  silk  undergarments  from  catalogues 
and  were  much  warmer  and  more  comfortable.  The  women’s  spirits  skyrocketed 
as  well,  feeling  their  appearance  and  military  bearing  had  been  restored  as  they 
shed  the  cumbersome  clothing.13 

The  hospital  was  much  less  busy  than  the  staff  originally  expected.  The  EMT 
area,  for  example,  treated  from  five  to  20  patients  on  a typical  day,  and  the  pa- 
tients were  much  less  critical  than  those  usually  seen  in  an  emergency  room.  The 
EMT,  in  effect,  served  as  a sick  call,  predominantly  caring  for  those  with  minor 
complaints  such  as  colds  and  backaches.  A few  exceptions  occurred  when  victims 
of  motor  vehicle  accidents,  land  mine  accidents,  or  patients  with  chest  pain  also 
were  admitted.14 

Although  the  operating  room  had  four  tables,  it  rarely  used  more  than  two  tables 
at  any  one  time,  and  the  average  number  of  surgeries  was  1 case  per  day.  Surgical 
procedures  involved  dental  work  for  abscessed  teeth  or  fractured  jaws,  treatment 
of  orthopedic  wounds  resulting  from  land  mines  or  missile  injuries,  abdominal 
cases  from  gunshot  wounds,  and  vascular  surgery  required  for  wounds  caused  by 
detonated  land  mines.15 

The  normal  daily  census  in  the  inpatient  units,  the  Intensive  Care  Unit  and  the 
Intermediate  Care  Wards,  ranged  from  10  to  30  patients.16  Because  the  workload 
was  significantly  lighter  than  expected,  the  commander  sent  46  of  the  212th  MASH 
staff  back  to  Germany  two  months  before  the  unit’s  scheduled  redeployment.17  He 
instructed  them  about  being  subject  to  recall  within  a 48-hour  notice.18 

After  settling  in  Zagreb,  the  cohesive  unit  bonded  with  other  U.N.  forces  in 
their  surrounding  area.  Their  activities  and  interactions  helped  to  cope  with  the 
difficult  circumstances  of  living  and  working  in  the  frigidly  cold,  war-tom  Bal- 
kans. These  friendly,  collaborative  associations  also  were  textbook  examples  of 
international  diplomacy. 

The  congenial  interactions  took  many  forms  in  a number  of  venues.  Several 
activities  highlighting  each  nationality  supplied  a cultural  awareness.  Music  also 
served  as  a means  of  communication  and  social  support.  Colonel  Greg  Stevens, 
the  commander  of  the  68th  Medical  Group  and  Task  Force  212,  had  packed  am- 
plifiers, speakers,  keyboards,  drums,  and  other  musical  instruments  and  formed 
a band  whose  specialty  was  1960s  and  country  music.  The  amateur  musicians 
provided  concerts  on  the  tarmac  that  lightened  the  mood  and  provided  a distrac- 
tion for  all.19  All  nationalities  attended  the  sessions.  At  the  final  concert,  more  than 
2,000  U.N.  forces  participated  in  the  merriment.  “There  was  a lot  of  people-to- 
people  diplomacy  going  on”  and  many  wide-reaching  friendships  formed.20  Other 
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activities  appealed  to  the  nurses’  aesthetic  sense  and  cultural  interests.  One  of  the 
physicians  was  able  to  get  blocks  of  tickets  for  concerts  and  ballets  in  Zagreb,  and 
groups  of  the  212th  MASH  attended  these  performances.21 

The  212th  MASH  also  sponsored  an  untraditional  triathlon  with  events  includ- 
ing a five-mile  run,  three  basketball  free  throws,  carrying  an  egg  in  a spoon  for 
50  meters,  and  a bicycle  ride.  For  those  who  could  not  ride  a bicycle,  pushing 
someone  in  a wheelchair  for  a mile  was  offered  as  a substitute.  Those  who  could 
not  participate  in  the  race  lined  the  course  and  either  yelled  encouraging  words  or 
shouted  harassment,  as  they  felt  so  inclined.22 

The  “Men  of  Anesthesia”  also  provided  comic  relief.  On  one  occasion,  the  com- 
mander facetiously  ordered  them  into  his  office,  jokingly  threatening  them  with 
disciplinary  action.  In  mock  retaliation,  the  “Men  of  Anesthesia”  reversed  the  bills 
of  their  blue  U.N.  baseball  caps,  donned  Blues  Brothers  sunglasses,  and  sauntered 
into  Newcomb’s  office  swinging  their  dog  tag  chains  around  their  necks.  All  the 
hospital  staff  was  consumed  with  mirth.  To  everyone’s  glee— including  the  com- 
mander’s—the  practical  joke  turned  out  to  be  a trick  that  backfired  on  him.23 

Originally,  the  U.S.  contingent  was  the  only  force  to  include  female  soldiers. 
Over  time  and  successive  rotations  of  personnel,  other  national  groups  also  in- 
cluded female  soldiers  in  their  units.  Some  thought  that  the  Americans  demon- 
strated to  all  that  women  could  function  as  well  as  men  in  tough  environments.  At 
least  60  percent  of  the  Swiss  group  that  subsequently  rotated  into  Camp  Pleso  was 
female.  Soon  the  women  of  many  nations,  including  the  Norwegian  contingent 
and  the  female  nurses  and  physicians  from  the  U.S.  Army,  formed  an  international 
girls’  club.  Friendships  developed.  Barnhill  recalled  that  it  was  “an  educational 
experience;  you  couldn’t  match  it  anywhere  else.”24 

In  April  1993,  just  before  their  redeployment  back  to  Germany,  the  212th 
MASH  sponsored  a health  fair.  Organizers  expected  just  a few  hundred  attend- 
ees, but  more  than  5,000  people  representing  all  nations— military  and  civilian— 
participated.  The  fair’s  promoters  offered  many  services,  such  as  cholesterol 
screening  and  cardiovascular  tests.  They  gave  aerobic  exercise  demonstrations 
and  served  a nutritious  lunch.  But  before  eating,  all  had  to  attend  and  participate 
in  a hand-washing  demonstration.25  The  effects  of  the  health  fair  likely  exceeded 
the  health  benefits  accrued. 

The  staff  remained  upbeat  thanks  to  both  the  unit  leadership  and  the  attitude  of 
the  212th  MASH’s  rank  and  file.  Their  positive  outlook  and  collaborative  spirit 
have  served  as  an  example  for  humanitarian  relief  missions  that  increasingly  have 
been  conducted  in  an  atmosphere  of  potential  and  sometimes  actual  hostility. 

One  month  before  the  212th  MASH’s  deployment  in  Zagreb  was  to  end,  it 
had  cared  for  more  than  3,070  patients— both  ambulatory  and  hospitalized— 
from  more  than  30  countries.  Of  these,  382  were  wounded  in  the  line  of  fire. 
The  remainder  represented  disease  or  nonbattle  injuries.  Those  killed  from  hostile 
action  numbered  32.26  At  the  conclusion  of  the  mission  on  27  April  1993,  the 
212th  MASH  counted  333  patient  admissions  and  cared  for  an  additional  3,666  as 
outpatients.27 
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A crane  lifts  a CONEX  into  place  as  part  of  the  heightened  security  measures  implemented  during 
September  1993  by  the  502nd  MASH  in  Zagreb,  Croatia. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


The  212th  MASH  redeployed  to  Germany  on  28  April  1993.  It  handed  over  its 
mission  responsibilities  to  the  502nd  MASH  with  Major  (P)  Paul  Chadek  assum- 
ing the  chief  nurse  role.28 

The  185-strong  staff  of  the  502nd  MASH  arrived  in  Zagreb,  Croatia  in  three 
increments,  from  26  to  28  April  1993,  and  remained  in  the  country  until  8 Octo- 
ber that  year,  just  shy  of  the  179  days  that  defined  a temporary  tour  of  duty.29  The 
U.S.  Air  Force  planes  that  delivered  the  incoming  502nd  MASH  from  Niimberg 
returned  with  212th  MASH  personnel  to  Wiesbaden,  limiting  the  lengthy  over- 
lap of  personnel.30  Upon  arrival,  the  502nd  MASH  fell  in  on  the  212th  MASH's 
hospital,  equipment,  and  billeting  tents.31  The  majority  (165)  of  the  502nd  MASH 
staff  deployed  from  the  3rd  CSH  garrisoned  at  Niimberg.32 

Many  of  the  experiences  of  the  212th  MASH  were  replicated  by  the  502nd. 
Some  things  changed.  During  the  502nd  MASH's  deployment,  the  hospital  gradu- 
ally reduced  from  60  beds  to  approximately  20  beds.  The  average  daily  hospital 
census  at  that  time  ranged  from  eight  to  12  patients,  and  the  staff  created  an  isola- 
tion ward  that  later  was  converted  into  a children’s  ward.33  Another  improvement 
was  the  installation  of  the  Remote  Clinical  Communications  System  at  the  502nd 
MASH.  This  system  allowed  caregivers  in  Zagreb  to  send  a voice  message,  a 
written  consultation,  and  a digital  color  image  by  telephone  line  or  satellite  from 
the  502nd  MASH  to  consultants  at  the  2nd  General  Hospital  in  Landstuhl,  Ger- 
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After  placement,  the  CONEX  served  as  an  underground  area  for  patient  treatment  adjacent  to  the 
502nd  MASH  in  Zagreb,  Croatia. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


many,  or  to  Walter  Reed  Army  Medical  Center  in  Washington,  D.C.34 

Other  changes  involved  the  hostile  threat  and  the  level  of  security.  In  September 
1993,  the  Serbs  threatened  to  shell  the  Zagreb  airport,  and  the  hospital  feared  it 
would  be  caught  in  the  crossfire.35  Some  mortar  rounds  actually  passed  over  the 
hospital.  To  improve  security,  everyone  began  filling  sandbags.  The  commander 
ordered  the  sandbags  to  be  placed  on  the  insides  of  tents  to  avoid  looking  “milita- 
ristic” as  opposed  to  humanitarian.  The  hospital  staff  also  dug  trenches,  hollowed 
out  tunnels,  and  buried  CONEXs  (large,  corrugated  metal  shipping  containers)  as 
underground  bunkers.  One  of  the  bunkers  unexpectedly  caved  in  two  days  after  it 
was  built.  Fortunately,  no  one  was  injured  in  the  collapse,  and  no  502nd  MASH 
member  was  hit  by  hostile  fire.36 

The  mission,  previously  limited  to  caring  for  UNPROFOR  participants,  also 
underwent  a metamorphosis.  The  212th  MASH  was  only  allowed  to  care  for  non- 
UNPROFOR  forces  or  local  civilians  “in  emergency  situations  to  save  life,  limb, 
or  eyesight.”37  The  502nd  MASH,  however,  began  to  accept  a wider  variety  of 
patients.  Captain  Kevin  Galloway  stated  that  whenever  patients  made  it  into  the 
EMT,  they  were  accepted  automatically  into  the  hospital.  Virtually  anyone  who 
showed  up  received  care,  as  the  acceptance  policy  expanded  to  include  children. 
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Lieutenant  B.  Baker  makes  her  way  to  a shower  with  a smile  on  her  face  after  a dirty  day  of  sandbag- 
ging to  reinforce  and  secure  the  502nd  MASH  hospital  tents  in  Zagreb,  Croatia. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


This  was  a difficult  challenge  because  the  hospital  had  no  pediatric  supplies  or 
equipment  and  the  nurses  had  limited  experience  with  pediatric  patients.  Gallo- 
way recalled  two  children  as  his  most  memorable  patients.  A young  brother  and 
his  sister  came  from  the  village  of  Mostar.  The  siblings,  both  Muslim,  were  vic- 
tims of  sniper  fire  who  first  received  care  in  their  local  hospital  where  conditions 
were  “bad— minimal  drugs,  minimal  staff,  minimal  equipment.”  The  hospital 
in  Mostar  had  amputated  the  sister’s  arm  without  benefit  of  general  anesthesia. 
The  boy  had  part  of  his  foot  amputated  as  a result  of  infection.  Initially,  both 
children— who  spoke  hardly  any  English— were  petrified  whenever  the  502nd 
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Captain  Jacqueline  Schulz  (left),  an  unidentified  Air  Force  nurse  (center),  and  Captain  Genevieve 
Grossnickle  (right),  share  information  about  the  hospital  and  its  operation  in  Zagreb,  Croatia,  during 
the  week-long  staff  transfer  from  the  Army’s  502nd  MASH  to  the  Air  Force’s  48th  Air  Transportable 
Hospital  in  October  1993. 

Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


MASH  nurses  carried  out  a simple  procedure  such  as  a dressing  change.  Eventu- 
ally, however,  both  adjusted  to  the  Americans,  recovered,  and  returned  to  their 
home  in  Mostar.38  Captain  Jacqueline  Schulz  recalled  a pediatric  patient  who  had 
memories  of  having  an  endotracheal  tube  placed  while  fully  conscious  at  her  lo- 
cal Yugoslavian  hospital.  The  mere  thought  evoked  painful  images.  Later,  Schulz 
pondered  the  brutal,  senseless  discord  in  Yugoslavia: 

I just  think  it’s  a waste  of  life.  I just  see  that  the  cruelty  that  they  inflict  upon  each  other  is  just  un- 
believable. ...  To  see  the  injuries  that  they  [the  children]  had  to  suffer  for  no  reason.  They  were  inno- 
cent. . . . And  to  have  them  come  in  with  pieces  of  their  body  missing,  an  arm,  and  shrapnel  in  their 
face  and  scarred  for  life.  . . . Men  should  be  able  to  sit  down  and  talk  things  out.  . . . but  I’m  here  to 
take  care  of  the  injured  and  the  sick.  So  that’s  the  best  I can  do.39 

Schulz’  thoughts  echoed  sentiments  expressed  by  Army  nurses  in  all  previous 
conflicts. 

The  502nd  MASH  redeployed  to  Germany  on  8 October  1993.  The  Air  Force’s 
48th  Air  Transportable  Hospital,  the  48th  Medical  Group,  from  Lakenheath,  Eng- 
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land,  took  charge  of  the  existing  facilities.40  The  two  units  had  a weeklong  hand- 
over. Lieutenant  Scott  McDannold  recalled  that  the  Air  Force  nurses  spoke  of 
things  to  change  and  improvements  to  make,  adding  that  he  “thought  it  was  great, 
because  that’s  how  the  process  works.”  McDannold  felt  that  the  incoming  Air 
Force  nurses  “were  super,  and  real  impressed”  with  the  set-up.  In  summary,  he 
“was  kind  of  sad  to  leave,  because  it  was  an  interesting  mission.”  The  Navy’s 
Fleet  Hospital  replaced  the  48th  Air  Transportable  in  March  1994.  Fleet  Hospital 
5 then  took  over  the  facility  in  August  1994,  followed  by  the  60th  Medical  Group 
from  Travis  Air  Force  Base,  California,  and  later  the  74th  Medical  Group.41 

Overall,  these  early  deployments  illustrated  the  concept  of  mission  creep.  At  the 
outset,  the  Army  narrowly  defined  the  clientele  to  be  supported.  As  time  passed, 
the  parameters  of  the  patient  population  expanded  to  include  any  and  all  sick  or 
injured  persons.  The  single  criterion  was  that  the  patient  needed  medical  care. 
The  character  of  the  deployment  also  evolved.  What  began  ostensibly  as  a secure, 
nonhostile  mission  over  time  degenerated  into  service  in  the  line  of  fire. 

Following  the  redeployment  of  the  502nd  MASH  from  Zagreb,  Croatia,  civil 
unrest  smoldered  and  flared  for  years  in  the  Balkans.  In  1993,  a series  of  protract- 
ed peace  talks  began  that  culminated  in  the  Dayton  Peace  Accords,  or  the  Gen- 
eral Framework  Agreement  for  Peace,  negotiated  in  Dayton,  Ohio,  and  signed  in 
Paris  on  14  December  1995.  As  1995  came  to  a close,  Operation  Joint  Endeavor 
monitored  and  enforced  the  General  Framework  Agreement  for  Peace  to  estab- 
lish peace  and  stability  in  the  region.42  Simultaneously,  the  North  Atlantic  Treaty 
Organization  (NATO)  imposed  a cease-fire  and  the  four-year  conflict  slowed. 
The  U.N.  coalition  adopted  the  Implementation  Force  and,  later,  the  Stabilization 
Force  as  peacekeeping  apparatus.  The  U.S.  element  of  the  Implementation  Force 
took  the  name  of  Task  Force  Eagle.  Its  mission  was  to  enforce  the  withdrawal  of 
various  warring  factions  to  specified  locations  and  to  provide  a safe  and  secure 
setting  to  ensure  peace  in  the  breakaway  republics  of  Yugoslavia  and  surrounding 
countries.43 

Several  U.S.  Army  units  provided  health  service  support  for  Task  Force  Eagle 
during  its  tenure  in  the  former  republic  of  Yugoslavia.  Among  them  were  elements 
of  the  V Corps’  30th  Medical  Brigade,  the  212th  MASH,  the  67th  CSH,  and  the 
84th  Medical  Detachment  (Combat  Stress  Control)  from  Fort  Carson,  Colorado.44 

Many  of  the  troops,  predominantly  1st  Armored  Division  soldiers  bound  for 
Task  Force  Eagle,  staged  in  Hungary  before  crossing  the  border  into  Bosnia  to 
implement  their  peacekeeping  mission.  Task  Force  Eagle’s  combat  service  sup- 
port elements  also  deployed  to  Hungary  and  set  up  at  Taszar  Air  Base,  an  aban- 
doned Russian  MIG  installation.45  The  67th  CSH  from  Wiirzberg  was  one  of  the 
units  at  Taszar. 

Hints  of  the  67th  CSH’s  imminent  mobilization  to  the  Balkans  circulated 
through  the  corridors  of  the  Wiirzberg  hospital  as  early  as  the  summer  of  1995. 
The  rumors  became  more  plausible  when  the  unit  participated  in  two-week  mul- 
tinational field  exercises  in  September  and  November  1995.  Colonel  William  T. 
Bester,  chief  nurse  of  both  the  67th  CSH  and  the  Wiirzberg  hospital,  received  the 
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Chief  nurse  Colonel  William  Bester  (far  right)  confers  with  (from  left  to  right)  Colonel  Homer  Wright, 
commander  of  the  67th  Combat  Support  Hospital,  Command  Sergeant  Major  Craig  Dunbar,  Com- 
mand Sergeant  Major  of  the  67th  Combat  Support  Hospital,  Lieutenant  General  John  Abrams,  the  V 
Corps  commander  and  commander  of  the  deployment,  and  Major  General  Jim  Wright,  commander  of 
the  logistical  component  of  the  deployment.  The  group  met  inside  the  67th  Combat  Support  Hospital 
compound. 

Photo  courtesy  of  Brigadier  General  William  Bester,  Silver  Spring,  MD. 


unit’s  alert  notification  on  11  December  1995,  informing  him  that  a contingent 
from  the  67th  CSH  would  deploy  the  next  afternoon.  The  hospital  commander 
informed  Bester  that  he  would  serve  as  the  interim  hospital  and  medical  task 
force  commander,  pending  the  arrival  of  the  permanently  designated  commander, 
Colonel  Homer  J.  Wright.46  Despite  the  extremely  short  notice  and  the  timing  of 
the  deployment  just  before  the  holiday  season,  the  nurses’  response  was  “nothing 
short  of  spectacular.”47 

To  maintain  quality  health  services  in  Wiirzberg,  Heidelberg,  and  Landstuhl 
after  the  67th  CSH  left,  Health  Services  Command  initially  backfilled  the  institu- 
tions with  135  U.S.  Army  Reserve  (USAR)  Army  Medical  Department  reservists 
from  the  4005th  U.S.  Army  Hospital  based  in  Houston  and  Lubbock,  Texas;  134 
members  of  the  5502nd  U.S.  Army  Hospital,  a USAR  hospital  unit  stationed  in 
Aurora,  Colorado;  and  a smaller  number  of  soldiers  from  several  other  USAR 
units.  Their  tour  of  duty  extended  to  140  days.  Several  from  the  first  rotation 
of  reservists  volunteered  to  remain  in  Europe  to  augment  a second  140-day  co- 
hort staffed  by  reservists  predominantly  from  the  88th  and  89th  Regional  Support 


514  A Contemporary  History  of  the  U.S.  Army  Nurse  Corps 


Commands  variously  home-located  in  the  Midwest— Ohio,  Michigan,  Indiana, 
Illinois,  Wisconsin,  Minnesota,  and  Kansas.48  A third  group  of  340  reservists  re- 
placed the  second  cohort,  and  81  of  the  third  group  subsequently  volunteered  to 
extend  and  serve  with  the  fourth  team.  The  fourth  team  was  258  soldiers  strong. 
Most  of  the  latest  team  came  from  units  of  the  8th  Medical  Brigade  stationed  in 
New  York  and  New  Jersey.49 

The  deploying  67th  CSH  contingent  included  44  Army  Nurse  Corps  officers 
and  1 16  enlisted  nursing  personnel.  After  their  arrival  in  the  Balkans,  one  Army 
nurse  and  four  enlisted  medics  were  detailed  from  the  67th  CSH  to  the  Sava  River 
area  in  early  January  1996  to  support  the  212th  MASH  Forward  Surgical  Element 
operating  there.50 

From  Wiirzberg,  the  67th  CSH  troop  began  its  42-hour  train  ride  that  ended  in 
Taszar  on  14  December  1995.  They  immediately  offloaded  their  equipment  and 
billeted  themselves  in  a derelict  Russian  barracks  that  had  remained  empty  for 
five  years.  At  first,  no  running  water  was  available,  but  within  a few  days,  the 
pipes  produced  cold  water.  After  a week,  hot  water  was  available  and  the  appre- 
ciative nurses  all  had  their  first  showers  in  two  weeks.  Bester  was  billeted  on  a top 
bunk  in  a 12-foot-square  room  with  seven  other  male  soldiers.  All  meals  consisted 
of  T rations  and  ready-to-eat  meals  and  no  alcohol  was  allowed.51 

The  ban  on  alcohol  was  announced  in  Task  Force  Eagle  General  Order  No.  1. 
Most  acknowledged  that  the  ban  was  a wise  move  that  prevented  unfavorable 
incidents,  ultimately  garnered  the  respect  of  other  coalition  forces,  and  made  the 
American  soldiers  “stand  taller”  than  their  counterparts  from  other  nations.  Regu- 
lations that  stipulated  that  the  U.S.  Army  always  wear  “battle  rattle”  (Battle  Dress 
Uniforms:  waterproof  pants  and  parka,  rifle  or  pistol  and  ammunition,  load-bear- 
ing suspenders  and  belt,  two  canteens  and  cup,  first  aid  kit,  helmet,  boots,  wool 
sweater  and  gloves  in  cold  weather,  and  a body  armor  vest)  outside  the  compound 
also  made  the  U.S.  contingent  “stand  out  as  more  soldierly.”  These  precautions 
likely  contributed  to  the  low  levels  of  accidents  and  illness.52 

Bester  joked  that  the  primitive  living  arrangements  were  by  no  means  the  way 
he  had  envisioned  his  life  would  be  at  age  45.  The  prevailing  esprit  de  corps 
counterbalanced  the  primitive  conditions.  All  the  nursing  personnel  pitched  in 
and  helped  to  erect  the  DEPMEDS.  Bester  thought  that  “their  morale  [was]  ex- 
tremely high  & they  have  provided  very  strong  support  systems  for  each  other.” 
He  concluded,  the  “future  of  the  Corps  is  in  very  good  hands  if  these  folks  are  an 
indicator  of  our  young  officers  & enlisted  nursing  personnel.” 

A small  helicopter  pad  was  the  site  of  the  rudimentary  hospital  that  included 
one  operating  room  and  central  material  supply,  four  inpatient  beds,  and  an  emer- 
gency room.  As  time  passed,  the  Area  Support  Group  made  more  land  available, 
and  the  67th  CSH  enlarged  its  facility  to  include  52  operating  beds,  two  operating 
rooms,  and  various  support  services  such  as  clinics,  pharmacy,  labs,  and  admin- 
istrative activities. 

The  patient  load  was  light.  The  hospital  census  on  the  wards  ran  about  10  to 
15  patients  daily.  The  emergency  room  and  clinics  combined  treated  about  50 
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Major  Dan  Zimmerman,  Family  Nurse  Practitioner  (left),  and  Colonel  William  Bester  (right)  pause  for 
a moment  between  the  front  entrance  of  the  67th  Combat  Support  Hospital  and  the  flightline  located 
in  Taszar,  Hungary. 

Photo  courtesy  of  Brigadier  General  William  Bester,  Silver  Spring,  MD. 


patients  each  day.53  By  July  1996,  little  had  changed.  The  staff’s  spirits  and  their 
work  ethic  remained  high,  while  patient  activity  was  low.  By  then,  the  67th  CSH 
had  hospitalized  a cumulative  total  of  about  450  active  duty  soldiers.  They  tallied 
8,500  outpatient  visits  and  performed  approximately  40  surgical  cases.54  The  first 
rotation  from  the  67th  CSH  redeployed  to  Germany  in  the  summer  of  1996. 55 

Elements  of  the  212th  MASH  also  deployed  to  the  Balkans  in  1995  and  re- 
mained through  1996.  As  the  last  standing  MASH  in  the  active  Army,  it  supported 
V Corps  in  Europe.56  The  unit  conducted  a number  of  split  base  operations  in  the 
former  Yugoslavia  during  1996,  including  a parachute  jump  into  Slavonski  Brod, 
Croatia.  The  212th  MASH’s  final  move  in  1996  was  to  set  up  at  Blue  Factory  situ- 
ated adjacent  to  Guardian  Base  in  Tuzla,  Bosnia-Herzegovina.  Named  because  of 
the  buildings’  blue  color,  the  Blue  Factory  was  formerly  a truck  stop,  and  person- 
nel adapted  its  various  rooms  for  a medical  mission.  It  served  as  the  central  loca- 
tion for  health  service  support  in  Bosnia.57 

After  several  months,  other  hospital  units  rotated  into  Guardian  Base  and  oper- 
ated the  facility  at  Blue  Factory.  The  21st  CSH  deployed  from  Fort  Hood,  Texas, 
in  November  1996.  During  its  deployment,  the  unit’s  deputy  commander  for  nurs- 
ing, Fieutenant  Colonel  Gail  Ford,  made  it  a personal  goal  to  further  develop  her 
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This  is  the  exterior  view  of  the  67th  Combat  Support  Hospital,  Taszar  Airfield  in  Hungary  in  February 
1996.  The  52-bed  hospital  performed  all  the  functions  of  a typical  stateside  hospital  during  Operation 
Joint  Endeavor. 

Photo  by  Sargeant  Larry  Aaron,  55th  Signal  Company  (Combat  Camera).  Courtesy  of  Army  Nurse 
Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 


already  proficient  staff  and  advance  their  nursing  and  soldier  skills.  She  strong- 
ly encouraged  fitness  activities  and  supported  the  enhancement  of  professional 
knowledge.  To  boost  their  versatility.  Army  nurses  cross-trained  in  various  spe- 
cialties. For  instance,  one  obstetrics/gynecology  nurse  worked  in  the  emergency 
room  where  Major  Richard  Ricciardi,  the  unit’s  head  nurse,  helped  her  add  valu- 
able new  knowledge  and  skills  to  her  repertoire.  Assigned  to  the  intensive  care 
unit,  a pediatric  nurse  acquired  critical  care  nursing  expertise  under  the  mentoring 
of  Major  Linda  Hundley,  the  unit’s  head  nurse. 

The  patients  cared  for  at  the  21st  CSH  were  a mix  of  battle  wounds  such  as  land 
mine  accidents,  shrapnel  injuries,  or  chest  wounds,  and  diseases  such  as  common 
colds  and  appendicitis.  The  average  number  seen  at  daily  sick  call  ran  between  25 
and  30  soldiers.  Although  the  hospital  operated  19  beds,  only  about  four  or  five 
were  filled  at  any  one  time.  When  the  unit  redeployed  to  Fort  Hood  in  April  1997, 
Ricciardi  expressed  his  hope  that  “we’ve  done  something  to  assist  the  different 
factions  here  to  get  over  their  problems  and  be  better  off  when  we  leave.”  Two  re- 
serve units,  the  405th  CSH  from  West  Hartford,  Connecticut,  and  the  324th  CSH 
from  Perrine,  Florida,  assumed  the  mission  after  the  departure  of  the  21st  CSH.38 

In  October  1997,  the  396th  CSH,  a USAR  unit  out  of  Vancouver,  Washington, 
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Major  Charles  Lutz  (left)  and  Major  Richard  Ricciardi  (right)  pause  for  a moment  at  the  perimeter 
of  the  21st  Combat  Support  Hospital  compound.  Lutz  served  as  head  nurse  of  the  hospital’s  operat- 
ing room,  while  Ricciardi  was  head  nurse  of  the  unit’s  Emergency  Medical  Treatment  section  from 
November  1996  to  April  1997. 

Photo  courtesy  of  Colonel  Richard  Ricciardi,  Rockville,  MD. 
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Lieutenant  Colonel  Gail  Ford,  chief  nurse  of  the  21st  Combat  Support  Hospital,  stretched  her  legs  at  a 
roadside  rest  stop  with  part  of  a convoy  that  was  traveling  the  road  from  Tuzla  to  Sarajevo.  A few  key 
personnel  made  the  trip  there  to  coordinate  with  British  Forces  who  had  responsibility  for  that  sector 
and  were  headquartered  in  Sarajevo.  Land  mines  frequently  were  embedded  on  the  shoulders  of  the 
roads  making  the  trip  a dangerous  endeavor. 

Photo  courtesy  of  Colonel  Gail  Ford,  Atlanta,  GA. 
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Lieutenant  Colonel  Gail  Ford,  chief  nurse  of  the  21st  Combat  Support  Hospital,  poses  with  a friendly 
Norwegian  Army  Medical  Major  whose  unit  was  co-located  on  the  compound  at  the  Blue  Factory  just 
outside  Tuzla,  Boznia-Herzegovina. 

Photo  courtesy  of  Colonel  Gail  Ford,  Atlanta,  GA. 
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Pictured  is  Colonel  Kristine  K.  Campbell  (center)  with  Brigadier  General  Pat  Anderson  (left).  Individ- 
ual Mobilization  Augmentee  to  the  chief.  Army  Nurse  Corps,  and  Brigadier  General  Donna  Barbisch 
(right),  Chief  Nurse,  3rd  MEDCOM.  Anderson  and  Barbisch  met  the  396th  when  it  arrived  in  Atlanta 
on  the  way  home  from  its  deployment. 

Photo  courtesy  of  Brigadier  General  Kristine  K.  Campbell,  Longview,  WA. 


took  over  the  mission  at  the  Blue  Factory.59  Colonel  Kristine  K.  Campbell,  the 
396th  CSH’s  former  chief  nurse,  assumed  command  of  the  hospital,  becoming 
the  first  USAR  nurse  to  command  a field  hospital  overseas  in  a hazardous  duty 
area.  Colonel  Sarah  Nordquist  served  as  the  396th  CSH’s  chief  nurse  in  this  time 
frame.  The  unit  brought  together  soldiers  from  many  different  locations  and  in- 
stitutions in  the  northwestern  United  States.  The  396th  CSH  claimed  a number 
of  distinctions  and  strengths  such  as  “a  lot  of  different  ideas  and  ways  of  doing 
things,”  including  many  soldiers  “with  relatively  low  rank  [who  had]  20-25  years 
of  experience  in  their  field”  and  contributed  “a  richness  of  experience  and  knowl- 
edge base”  to  the  Bosnia  mission.60  From  April  to  October  1998,  elements  of  the 
67th  CSH  again  deployed  to  Bosnia  to  support  Task  Force  Eagle.  With  Lieutenant 
Colonel  Barbara  Bruno  as  chief  nurse,  it  too  set  up  operations  in  Blue  Factory.61 

Other  hospital  units  rotated  through  Tuzla,  including  the  41st  CSH  based  at  Fort 
Sam  Houston,  Texas,  and  the  10th  CSH  garrisoned  at  Fort  Carson,  Colorado.  All 
functioned  in  a semipermanent  wooden-framed  structure  surrounded  by  TEM- 
PERS (soft-sided  DEPMEDS  structures),  MILVANs  (containers  for  overseas  or 
ground  movement  of  military  cargo),  and  ISOs  (hard-walled  DEPMEDS  struc- 
tures). This  camp  was  located  20  minutes  from  downtown  Tuzla,  tucked  between 
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Pictured  is  Colonel  Kristine  K.  Campbell  (left)  with  Captain  Shawnda  Zuegner  (right),  Company 
Commander  with  261st  Medical  Battalion  in  Bosnia. 

Photo  courtesy  of  Brigadier  General  Kristine  K.  Campbell,  Longview,  WA. 

the  air  base  and  helipad  and  the  main  thoroughfare  into  Eagle  Base.62 

A contingent  of  the  21st  CSH  deployed  again  from  Fort  Hood,  Texas,  to  Bosnia 
and  staffed  the  hospital  facility  during  the  first  months  of  2000.  The  21st  CSH  staff 
thought  their  interactions  with  military  nurses  from  coalition  countries  were  some 
of  their  most  memorable  experiences  in  Bosnia.  Five  U.S.  Army  nurses  spent  time 
at  Camp  Oden,  the  Swedish  camp,  where  they  discovered  that  the  military  nurses 
from  Sweden  had  significant  autonomy  in  their  practice.  For  example,  in  emer- 
gency situations  these  professionals  were  authorized  to  administer  drugs  such  as 
atropine,  valium,  and  morphine  without  physician  oversight.  The  Swedish  nurses 
also  ran  their  soldiers’  sick  call.  They  were  members  of  a rescue-evacuation  team 
that  operated  out  of  a Finnish  Armored  Personnel  Carrier  transformed  into  an 
ambulance  and  also  served  with  an  Explosive  Ordnance  Disposal  team,  available 
to  provide  emergency  care  when  team  members  were  injured.  The  Army  Nurse 
Corps  officers  of  the  21st  CSH  also  visited  the  Russian  hospital  situated  nearby 
in  Uglivik  and  the  local  Bosnian  hospital,  the  Univerzitetski  Klinicki  Centar,  in 
Tuzla.  They  benefited  professionally  and  personally  “from  many  of  the  unique 
learning  experiences  available”  and  concluded  that  their  part' of  the  multinational 
involvement  contributed  to  the  country’s  evolution  and  stability.63 

Likewise  in  2000,  the  1 15th  Field  Hospital  (FH)  deployed  from  Fort  Polk,  Lou- 
isiana, and  operated  its  20-bed  (expandable  to  40)  hospital  on  Eagle  Base  in  sup- 
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port  of  a National  Guard  division  from  Texas,  the  49th  Armored  Division.  Major 
(P)  James  Larabee  led  the  hospital’s  staff  of  10  Army  Nurse  Corps  officers.64  The 
nurses’  goals  were  to  provide  patient  care  and  to  develop  and  sustain  a sound  edu- 
cational system.  To  develop  the  staff’s  field  nursing  skills,  classes  convened  on  a 
variety  of  subjects  from  Combat  Life  Saver  to  trauma  nursing  courses.  Military 
training  involved  collaborating  with  NATO  counterparts  using  their  equipment— 
for  example,  a Danish  armored  ambulance  and  a British  CH-47  Chinook  helicop- 
ter. Several  Army  nurses  became  members  of  the  Forward  Area  Medical  Team 
and  helped  to  extricate  patients  with  air  ambulance  assets  using  a Sked  litter  and 
a jungle  penetrator  after  being  lowered  from  a hovering  UH-60  Black  Hawk  he- 
licopter on  an  extraction  hoist.65  Lieutenant  B.  Eli  Seeley  found  that  “during  day- 
light, this  task  is  educational,”  but  at  night  using  night  vision  goggles,  “the  word 
extraction  takes  on  a whole  new  meaning.”  The  115th  FH  nurses  also  availed 
themselves  of  educational  ventures  and  recreational  excursions  that  provided  a 
window  into  the  surrounding  ancient  eastern  European  culture.  They  visited  other 
U .S . camps , NATO  installations , centuries-old  castles , local  hospitals , and  schools . 

Having  pondered  his  deployment  to  the  Balkans,  Seeley  wrote  about  his 
experience: 

Deploying  with  the  United  States  Army  is  challenging  and  rewarding  at  the  same  time.  It  represents 
what  makes  an  Army  Nurse  Corps  officer’s  job  different  and  unique  from  their  civilian  counterparts. 
Besides  having  to  leave  loved  ones  stateside,  this  deployment  represents  the  times  that  these  officers 
will  remember  most  fondly  about  their  career  with  the  military.66 

As  2000  came  to  a close,  the  44th  Medical  Brigade,  headquartered  at  Fort 
Bragg,  North  Carolina,  assumed  responsibility  for  five  sequential  six-month  de- 
ployments in  support  of  Task  Force  Med  Eagle  in  Bosnia-Herzegovina.  These 
rotations  covered  the  mission  from  September  2000  through  March  2003.  The 
first  44th  Medical  Brigade  unit  to  fulfill  this  requirement  was  the  249th  General 
Hospital  (GH)  from  Fort  Gordon,  Georgia. 

Extensive  preparations  preceded  the  249th  GH’s  deployment  and  focused  on 
the  U.S.  Army  Europe,  NATO,  and  U.S.  Army  predeployment  requirements.  Per- 
sonnel, including  10  nurses,  began  their  training  in  July  and  August  2000  with 
three  days  of  instruction  focused  on  Common  Task  Training,  equipment  issue,  and 
mission  briefs;  and  sessions  on  MEDEVAC  procedures,  the  Law  of  Land  Warfare, 
antiterrorism  measures,  and  security.  Individual  Readiness  Training  then  followed 
during  the  hot  summer  Georgia  days.67  Lectures  and  briefings  highlighted  the  Bal- 
kans’ culture  and  turbulent  history,  Rules  of  Engagement,  force  protection,  land 
mine  awareness,  convoy  operations,  environmental  hazards,  and  media  interac- 
tions. The  second  day  of  training  involved  practical  field  exercises  in  full  “battle 
rattle.”  Next  came  a Mission  Rehearsal  Exercise  at  Fort  Polk,  Louisiana  where 
briefings  informed  the  deploying  soldiers  about  the  multinational  chain  of  com- 
mand, quality  of  life,  personnel  and  finance  subjects,  geography,  and  the  meteo- 
rological and  political  climate. 

Once  the  249th  GH  arrived  in  Bosnia,  the  turnover  from  the  115th  FH  to  the 
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249th  GH  commenced.  The  Balkan  Theater  of  Operations  policy  was  to  imple- 
ment “an  intentional,  two- week  overlap, ...  the  ‘Right  Seat/Left  Seat  Ride’ ,”  as  it 
was  called.  At  first,  the  incoming  unit  occupied  the  right  seat  of  the  car,  observing 
their  predecessors  in  action  and  receiving  an  orientation  to  their  new  environment. 
A mass  casualty  exercise  demonstration  occurred  during  the  right  seat  ride  portion 
of  the  changeover.  During  the  subsequent  left  seat  ride,  the  249th  GH,  the  incom- 
ing unit,  sat  in  the  driver’s  seat  and  took  control  of  the  facility  with  the  115th  FH, 
the  departing  unit,  watching  and  advising.68  After  the  transfer  of  authority,  the 
115th  Field  Hospital  then  redeployed  to  its  home  station. 

In  December  1995  Major  Kathryn  Gaylord,  a psychiatric  clinical  nurse  special- 
ist, deployed  from  Fort  Carson,  Colorado,  to  Bosnia-Herzegovina.  Her  unit,  the 
84th  Medical  Detachment  (Combat  Stress  Control),  was  a combat  stress  control 
detachment.  As  Officer  in  Charge  of  the  Combat  Stress  Control’s  Restoration  Unit, 
Gaylord  operated  out  of  an  abandoned  oil  refinery  at  Kukavac,  Bosnia.  The  Resto- 
ration Unit’s  mission  was  to  treat  combat  stress  according  to  the  “four  Rs”— rest, 
restore  physiologic  status,  reassurance  of  normalcy,  and  expect  a return  to  duty. 

The  Restoration  Unit  team  consisted  of  the  Officer  in  Charge,  an  occupational 
therapist,  a wardmaster,  a ward  clerk,  and  five  behavioral  science  specialists,  psy- 
chiatric technicians,  or  occupational  therapy  aides.  As  Officer  in  Charge,  Gaylord 
oversaw  general  operations,  staffed  the  unit,  scheduled  its  personnel,  and  provid- 
ed direct  clinical  services  for  soldiers  in  her  caseload.  She  also  collaborated  with 
psychiatrists  to  ensure  that  soldiers  admitted  to  the  unit  received  the  best  care.69 
The  occupational  therapist  developed  and  administered  the  stress  program.  The 
wardmaster  and  ward  clerk  dealt  with  day-to-day  details  to  ensure  that  the  unit 
ran  smoothly.  The  five  enlisted  staff  provided  direct  one-on-one  clinical  support 
to  soldiers  participating  in  the  program. 

The  Restoration  Unit  admitted  most  soldiers  for  three  to  seven  days,  with  the 
average  stay  being  six  days.  Over  its  yearlong  deployment,  the  unit  treated  123 
soldiers  with  battle  fatigue,  and  105  (85  percent)  soldiers  successfully  returned  to 
duty.70  In  fostering  adaptation  to  combat  stress,  the  services  offered  by  the  Restora- 
tion Unit  made  a major  contribution  to  the  success  of  the  Task  Force  Eagle  mission. 

The  deployment  to  the  Balkans  was  not  a benign  process  for  those  who  partici- 
pated. All  the  phases— predeployment,  deployment,  sustainment,  redeployment, 
and  postdeployment— were  highly  stressful.  Every  day  traumatic  experiences 
in  the  combat  zone  confirmed  the  long-ago  learned  lesson  on  the  importance  of 
stress  management.71 

After  the  successful  September  1996  elections  in  Bosnia  and  the  completion  of 
the  Implementation  Force  mission,  the  United  Nations  reduced  its  military  pres- 
ence to  consolidate  and  stabilize  the  peace.72  This  signaled  the  conclusion  of  Op- 
eration Joint  Endeavor  and  the  beginning  of  Operation  Joint  Guard,  a Support  and 
Stability  Operation. 

With  the  new  U.N.  mission,  peace  still  proved  to  be  an  elusive  goal  in  the  Bal- 
kans. The  1st  Infantry  Division,  the  Big  Red  One,  which  relieved  the  1st  Armored 
Division,  was  called  on  frequently  to  intervene  and  control  altercations  between 
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the  still  warring  factions.73  Conditions  deteriorated  into  1999.  Military  forces  from 
the  Federal  Republic  of  Yugoslavia  and  the  Kosovo  Liberation  Army  constantly 
clashed  as  ethnic  tensions  claimed  many  lives  and  created  about  a million  civilian 
refugees.  U.N.  Security  Council  Resolution  1244  then  authorized  the  formation 
of  the  Kosovo  Force,  which  entered  the  former  republic  of  Yugoslavia  on  12  June 
1999  in  yet  another  effort  to  establish  and  maintain  peace  in  Kosovo,  but  the  U.N. 
effort  proved  largely  unsuccessful.74  In  the  interim,  however.  Task  Force  Hawk 
and  Task  Force  Falcon  were  implemented  to  bring  stability  to  the  Balkans. 

In  April  1999,  a Contingency  Medical  Force  (CMF)  drawn  from  the  212th 
MASH  deployed  to  support  Task  Force  Hawk  at  Tirana-Rinas  Airport  in  Albania.75 
With  a 72-hour  evacuation  policy,  this  MASH  slice  provided  surgical  resuscitation 
and  hospitalization  for  approximately  5,000  U.S.  forces  that  had  deployed  to  Al- 
bania to  stage  24  AH-64  Apache  helicopters  and  operate  several  Multiple  Launch 
Rocket  System  batteries  for  deep  strike  operations  into  Kosovo.76  Lieutenant  Col- 
onel Suzan  Denny  served  as  chief  nurse  and  executive  officer  of  this  mission  with 
a staff  of  three  operating  room  nurses,  three  anesthetists,  and  four  critical  care 
nurses.77  The  212th  CMF  remained  in  Albania  until  June  1999. 78  During  their  67 
days  in  country,  the  unit  was  extremely  busy  and  had  many  “wild  adventures”: 

We  met  the  challenges  of  a base  camp  [erected  on  an  unstable  foundation  of  mud  and  sand  dunes] , 
found  ways  to  make  a home  wherever  the  Kevlar  went,  and  found  new  friends  in  an  austere,  humble 
but  comfortable  environment.  We  had  some  incredible  trauma  patients  . . . had  the  “Appy”  of  the  week 
club,  and  performed  some  awesome  repairs  for  lacerations  and  fractures.  We  responded  magnificently 
to  a mass  casualty  situation  — 12  patients  from  a Cl 30  crash.  . . . We  didn’t  have  a single  death  at  Task 
Force  Hawk,  an  amazing  feat  considering  two  forklift  rollovers  down  a ravine  and  heavy  equipment 
moving  around  soldiers  on  the  ground  in  the  dark.  We  learned  a lot  about  ourselves,  our  capabilities, 
our  training  requirements  and  the  military,  and  we  got  to  watch  great  leaders  and  great  people  make 
things  happen  all  around.79 

In  June  1999,  the  212th  CMF  moved  to  Camp  Able  Sentry  in  Macedonia  in 
support  of  another  mission,  Task  Force  Falcon.80 

On  3 April  1999,  the  67th  Forward  Surgical  Team  (FST),  an  element  of  the 
67th  CSH,  deployed  from  Wurzburg  into  Camp  Able  Sentry,  Macedonia,  along 
the  Serbian  border  to  support  Task  Force  Falcon.  The  FST  later  moved  30  miles 
forward  to  Camp  Bondsteel  near  Urosevac,  Kosovo,  on  16  June  1999,  and  set  up 
its  facility  in  eight  hours.  The  staff  accepted  their  first  patient,  a mine  blast  casu- 
alty, only  24  hours  later.  The  67th  FST  was  the  only  unit  providing  resuscitative 
surgery  for  the  entire  month  and  served  as  interim  medical  support  until  the  67th 
CSH  (Forward)  arrived  in  the  country  in  July  1999.  The  67th  FST  redeployed  in 
July  1999 .81 

On  10  July  1999,  the  67th  CMF  deployed  from  Germany  to  Kosovo  to  support 
Task  Force  Falcon.  With  Colonel  Russell  Taylor,  an  Army  Nurse  Corps  officer, 
as  commander  and  Major  Jimmie  O.  Keenan  as  chief  nurse,  the  unit  set  up  on 
a wheat  field  at  Camp  Bondsteel,  in  Kosovo.82  One  day  after  their  arrival,  the 
staff  erected  their  32-bed  (expandable  to  52  beds)  hospital  and  on  14  July  1999, 
just  a few  hours  after  opening,  admitted  its  first  two  patients,  both  victims  of 
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gunshot  wounds.  The  67th  CSH  initially  resuscitated  both,  who  also  received  in- 
terim treatment  from  the  212th  MASH  before  being  transferred  to  the  67th  CMF. 

From  the  outset,  the  11-strong  nursing  staff  of  the  67th  CMF  was  unexpect- 
edly inundated  with  victims  of  trauma.83  On  their  second  day  of  operations,  for 
instance,  a visit  by  the  chairman  of  the  Joint  Chiefs  of  Staff,  General  Henry  Shel- 
ton, coincided  with  the  arrival  of  five  casualties  from  a grenade  blast.  Keenan  ex- 
plained, “General  Shelton  got  to  see  us  in  action!  He  even  offered  to  start  an  IV!” 
The  majority  of  patients  treated  were  local  nationals  and  most  involved  complex 
trauma  cases  whose  wounds  resulted  from  high-  and  low-velocity  weapons,  artil- 
lery, mortars,  grenades,  unexploded  ordnance,  beatings,  or  stabbings.  The  67th 
CMF  treated  56  trauma  patients  during  its  first  month  of  operation.84  After  several 
months  of  an  almost  constant  surgical  workload,  however,  the  small  operating 
room  staff  was  nearing  total  exhaustion,  often  operating  for  20  hours  a day.  With 
grave  concern  for  their  welfare,  Taylor  planned  the  rotation  of  an  entire  surgi- 
cal team  (surgeons,  anesthetists,  operating  room  nurses,  and  technicians)  in  from 
Europe  for  a week  to  give  those  in  Kosovo  some  respite.  The  plan  never  came  to 
fruition,  however,  because  after  about  45  days,  the  volume  of  trauma  and  likewise 
the  volume  of  surgical  procedures  gradually  decreased.85 

The  staff  of  the  67th  CMF  developed  an  exit  strategy  consisting  of  two  goals 
to  ease  their  departure  from  Kosovo.  The  first  goal  was  to  assist  two  civilian  hos- 
pitals in  the  area  to  rebuild  and  eventually  assume  the  health  care  responsibilities 
formerly  carried  out  by  the  67th  CMF.  The  second  goal,  a humanitarian  mission, 
was  to  adopt  a local  school.  All  the  nearby  institutions  were  in  ruins.  Most  had  no 
electricity,  running  water,  windows,  sewer  systems,  or  furniture.  Graffiti  and  filth 
abounded.  To  correct  these  deficiencies,  the  staff  partnered  with  nongovernmental 
organizations,  the  hospitals’  staff,  and  the  school’s  teachers,  parents,  and  pupils 
to  fix  the  facilities.86 

At  the  Ferizaj  Hospital  in  Kosovo,  for  instance,  the  mission  was  to  return  the 
hospital  “to  pre-war  standards,  so  they  can  eventually  assume  the  health  care  of 
their  own  population.”  Teams  from  the  67th  CMF  rewired  the  hospital’s  electrical 
system  and  renovated  the  emergency  room.  They  installed  two  washing  machines 
in  the  hospital  basement.  In  the  operating  suite,  they  mounted  lighting  and  acces- 
sories and  set  up  anesthesia  apparatus,  EKG  machines,  a portable  x-ray,  a steril- 
izer, and  three  infusion  pumps.87 

In  the  sponsored  school,  the  soldiers  and  students,  teachers,  and  parents  painted, 
cleaned,  swept,  repaired,  and  fabricated.  The  teams’  efforts  contributed  to  reopen- 
ing the  building  and  regenerating  its  equipment,  and  soon  students  were  able  to 
return  to  their  lessons.  Soldiers  and  locals  with  carpentry  skills  also  built  swing 
sets  on  the  school  grounds,  a first  in  the  memories  of  Kosovars.  The  swings  were 
suspended  with  nylon  ropes  but  were  so  popular  and  so  heavily  used  that  chains 
had  to  be  installed  to  replace  the  worn  nylon  ropes.  It  was  not  unusual  for  60  to  70 
children  to  form  a line  to  wait  to  use  the  playground  equipment.  The  idea  was  so 
successful  that  the  nongovernmental  organization  installed  nine  swing  sets  on  the 
grounds  of  various  Kosovar  schools.  The  task  force  also  set  up  a basketball  hoop, 
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and  the  soldiers  taught  the  children  the  basics  of  the  game.88 

The  involvement  with  local  nationals  generated  many  positive  effects.  The  ex- 
ample of  the  racial  and  ethnic  blending  of  a diversity  of  U.S.  soldiers— blacks, 
whites,  Hispanics,  Asians,  Hindus,  and  Muslims  — all  working  peacefully  togeth- 
er toward  a common  goal  served  as  a model  of  nonviolent  collaboration  for  the 
Serbs  and  Albanians.  The  volunteer  efforts  also  affected  the  soldiers.  Although 
most  worked  80-hour  weeks  at  their  67th  CMF  workstation,  the  majority  spent 
all  their  free  time  striving  to  improve  the  lot  of  local  nationals.  The  involvement 
provided  them  with  a distraction  and  gave  them  an  enhanced  sense  of  accomplish- 
ment.89 It  also  kept  them  upbeat  and  vigilant.  Taylor  acknowledged  the  reality: 

The  biggest  challenge  that  any  leader  has  in  this  kind  of  environment  is  fighting  complacency.  Even 
when  the  soldiers  are  busy,  injuries  and  deaths  . . . happen  when  a soldier  loses  his  focus.  . . . And 
it’s  dangerous  when  the  mind  drifts,  when  you  start  taking  shortcuts,  when  you  start  thinking  about 
home.  . . . Most  of  the  injuries  and  some  of  the  deaths  that  we  had  were  caused  because  soldiers  lost 
their  focus,  sometimes  for  just  a moment.  . . . And  my  biggest  challenge  was  not  having  my  soldiers 
hurt  for  that  reason.90 

During  their  deployment,  the  67th  CMF  became  convinced  that  honing  combat 
nursing  skills  was  imperative.  Keenan  encouraged  all  nurses  to  participate  in  the 
Combat  Trauma  Nurse,  Advanced  Cardiac  Life  Support,  Basic  Cardiac  Life  Sup- 
port, and  Pediatric  Advanced  Life  Support  courses  before  future  deployments. 
Similarly,  the  nurses  ascertained  the  importance  of  teamwork  and  cross-training 
so  that  all  nursing  staff  were  capable  of  working  in  any  section  of  the  hospital 
whenever  circumstances  dictated.  The  attribute  of  adaptability— so  imperative  in 
field  nursing  — stood  in  sharp  contrast  to  the  emphasis  on  specialization  so  preva- 
lent in  peacetime  settings.  To  shift  from  being  a specialist  to  a generalist  and  learn 
new  skills  required  flexibility,  energy,  focus,  and  a sense  of  commitment. 

The  staff  also  understood  the  necessity  of  dealing  appropriately  with  the  media 
and  other  official  delegations,  discovering  quickly  “that  anything  you  say  can 
later  be  quoted  out  of  context!”  To  prevent  embarrassment,  they  printed  Power- 
Point slides  to  highlight  their  capabilities  and  prominently  displayed  the  informa- 
tion by  the  entrance  to  every  section.  They  encouraged  all  staff  to  improve  their 
public  speaking  skills  and  better  interact  with  the  media.  The  first  iteration  of  the 
67th  CMF  redeployed  completely  to  Germany  by  December  1999  but  before  their 
departure  they  provided  a right  seat  ride  for  their  replacements,  the  second  rota- 
tion of  the  67th  CSH.91 

The  second  element  to  man  the  facility  at  Camp  Bondsteel,  Kosovo,  Task  Force 
Med  Falcon  IB,  consisted  of  12  Army  Nurse  Corps  officers  who  staffed  a new 
CMF  from  the  67th  CSH  in  Wurzburg  from  December  1999  to  March  2000.  Ma- 
jor Shelley  A.  Rice  served  as  chief  nurse.92  The  160th  FST  and  later  the  250th  FST 
augmented  the  task  force. 

In  September  1999,  the  160th  FST  activated  at  Landstuhl,  Germany,  as  an  ele- 
ment of  the  212th  MASH.  With  Major  Rebecca  Yurek  as  chief  nurse,  the  team 
participated  in  the  Combined  Maneuver  Training  Center  exercise  Maroon  Forge 
in  October  1999.  This  exercise  identified  equipment  and  supply  deficiencies  that 
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In  the  summer  of  1999,  all  soldiers  of  the  212th  MASH  pitched  in  to  erect  their  TEMPER  tents  after 
their  move  from  Albania  to  Macedonia. 

Photo  courtesy  of  Major  Teresa  Duquette-Frame,  Bowie,  MD. 


were  subsequently  corrected. 

In  December  1999,  the  unit  deployed  to  Camp  Able  Sentry,  Macedonia. 
Throughout  the  winter,  the  1 60th  FST  provided  a surgical  capability  for  the  stag- 
ing base  located  there  and  fielded  a DEPMEDS  slice  or  section  that  included  an 
ISO  (hard-walled  DEPMEDS  structure)  operating  room  suite  and  a four-section 
TEMPER  for  immediate  pre-  and  post-operative  care.  The  250th  FST,  a Forces 
Command  unit,  replaced  the  160th  FST  in  February  2000  and  remained  in  Mace- 
donia until  1 August  2000. 93  At  that  time,  the  U.S.  Army,  Europe  commander 
agreed  that  an  immediate  replacement  FST  need  not  be  waiting  in  the  wings  be- 
cause all  concurred  that  the  FST’s  participation  was  only  imperative  from  October 
through  March  when  the  winter  weather  precluded  easy  evacuation.94 

The  160th  FST  handled  surgical  cases  in  Macedonia,  and  the  second  iteration 
of  the  67th  CMF  treated  similar  cases  in  Kosovo.95  During  their  rotation,  the  latter 
dealt  with  approximately  24  to  35  trauma  cases  per  month.  The  67th  CMF  also 
began  a Gnjilane  Hospital  support  program,  offering  training  and  assistance  in 
nursing  topics  and  general  and  orthopedic  surgery  and  staffing  Medical  Civilian 
Assistant  Program  outreach  operations.  It  concluded  its  tour  of  duty  with  an  eight- 
day  Right  Seat/Left  Seat  Ride  program.  The  second  iteration  of  the  67th  CMF 
redeployment  to  Germany  was  completed  by  2 April  2000  96 
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Captain  Teresa  Duquette  (left)  and  Lieutenant  Amy  Weston  (right),  212th  MASH  operations  officers, 
rest  after  their  strenuous  efforts  setting  up  the  unit  in  Macedonia. 

Photo  courtesy  of  Major  Teresa  Duquette-Frame,  Bowie,  MD. 


During  the  summer  of  1999,  the  element  of  the  212th  MASH  supporting  Task 
Force  Hawk  in  Tirana,  Albania,  shifted  its  mission  and  moved  to  Camp  Able  Sen- 
try in  Skopje,  Macedonia,  to  support  Task  Force  Falcon.  Within  48  hours,  Captain 
Carla  Buckles  wrote,  the  212th  MASH  was  “locked  and  loaded  for  movement.” 
The  journey  from  Albania,  to  Macedonia,  however,  turned  into  quite  an  adven- 
ture. Originally  projected  to  take  15  hours,  the  lengthy  convoy  of  military  vehicles 
and  civilian  buses  took  almost  24  hours,  traveling  an  average  speed  of  live  miles 
per  hour  to  its  destination.  In  Albania  a five-ton  truck  “failed  to  make  it  up  a 
last  hill,”  so  in  the  Albanian  mountains  overlooking  Lake  Ohrid,  the  troops  spent 
the  night  camping  out  and  yes,  as  Captain  Kimberly  Crossland  shared,  it  rained. 
Three  more  vehicle  breakdowns  ensued,  involving  an  overheated  truck,  a broken 
bus  axle,  and  a flat  tire  on  another  bus.  According  to  Captain  Terry  Duquette, 
“perseverance  prevailed,  the  obstacles  were  overcome  and  we  rolled  into  Camp 
Able  Sentry  23  hours  later”  Captain  Javier  Altamirano  was  “proud  to  have  been 
part  of  this  convoy  . . . and  will  always  cherish  these  memories.”97 
Within  six  hours  after  the  pallets  were  offloaded,  the  unit  had  set  up  its  facility. 
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Captain  Teresa  Duquette,  head  nurse  of  the  Emergency  Medical  Treatment  section  of  the  212th 
MASH’s  Crisis  Medical  Force,  halts  briefly  in  front  of  her  duty  section. 

Photo  courtesy  of  Major  Teresa  Duquette-Frame,  Bowie,  MD. 
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Major  Karen  Morris  saw  that  “practice  makes  perfect . . . that  was  truly  evident  as 
we  set  up  the  hospital  the  second  time  around.”  Everyone  was  “now  an  expert  on 
TEMPER  and  we  are  experimenting  with  new  and  innovative  ways  to  internalize 
and  operate  in  our  sections.”  Anesthetist  Captain  Paul  B arras  also  was  experi- 
menting with  new  equipment,  an  anesthesia  machine,  the  Narkomed  M supplied 
courtesy  of  the  30th  Medical  Brigade  in  Germany.  The  state-of-the-art  equipment 
soon  found  good  use,  as  Captain  Sarah  J.  Krajnik  wrote,  because  two  trauma  pa- 
tients with  gunshot  wounds  arrived  at  the  MASH  facility  within  12  hours  of  its  ar- 
rival in  Macedonia.  The  whole  deployment  was  challenging  but  the  nurses  coped. 
Captain  Mike  Rizzo  recounted  the  lessons  learned  from  the  212th  MASH  CMF 
deployment.  He  advised,  “Laugh  ...  it  is  better  than  the  alternative,”  and  warned, 
“Take  little  (if  nothing)  for  granted,  it  can  only  add  to  your  happiness.”98 

A right  seat  ride  with  the  67th  CMF  IB  team  took  place  almost  immediately. 
Then  the  212th  MASH  CMF  was  ready  to  assume  the  mission.99  The  unit’s  work- 
load remained  challenging,  and  in  the  unit’s  first  30  days  of  operation,  it  treated  46 
cases  of  trauma  and  19  major  medical  patients.100  When  not  caring  for  these  com- 
plex cases,  however,  the  Army  nurses  upgraded  the  skills  of  the  nurses  at  the  local 
Gnjilane  Hospital.  Denny  worked  with  local  officials  to  identify  deficiencies  and 
coordinated  with  her  staff  to  create  and  present  appropriate  instruction.  Captain 
Diana  Deschamps,  the  CMF’s  Intermediate  Care  Ward  head  nurse,  collaborated 
with  the  local  nurses  to  devise  a curriculum,  brief  the  interpreters,  and  prepare  the 
Army  nurses  who  would  teach  the  courses.  They  taught  classes  on  life  support, 
trauma  care,  basic  nursing  skills,  and  aseptic  technique  to  about  30  local  nursing 
staff.  The  American  nurses  also  taught  local  national  patients  a variety  of  skills 
such  as  wound  care  and  home  nursing  techniques.  All  these  efforts  contributed  to 
the  rehabilitation  of  the  country’s  medical  infrastructure.101 

The  212th  CMF  staff  also  found  time  to  improve  and  refine  the  DEPMEDS 
set-up.  Changes  included  the  addition  of  “isolation  rooms  and  private  ER  exam 
rooms  (plywood  cubicles  with  air  vents  [for]  proper  air  movement),  and  flush 
toilets!”  Denny  recalled: 

There  were  a lot  of  great  patient  care  stories/challenges,  from  newborns  left  to  die  in  the  cold  and 
successfully  resuscitated  and  later  adopted  despite  few  of  the  facilities  being  prepared  to  deal  with 
infants  and  pediatric  cases.  [The  hospital  admitted]  a 2 yr  old  with  necrotizing  fasciitis  [that  involved] 
ICU  care,  daily  debridement,  starting  TPN  [total  parenteral  nutrition]  that  was  urgently  obtained  thru 
the  evac  system  in  Germany,  . . . [They  also  treated]  an  8 yr  old  with  several  GSW  (most  severe  shot 
blew  out  her  humerous  [sic]),  requiring  bone  grafts  and  internal  fixators  that  [were]  obtained  from  a 
Germany  field  hospital. . . . Her  arm  maintained  almost  full  return  of  function.  The  challenges  of  nurs- 
ing in  an  austere  field  environment  [were]  amazing. 

Denny  added  that  during  this  rotation,  the  212th  CMF  utilized  the  cutting-edge 
Life  Support  for  Trauma  and  Transport  system,  an  Intensive  Care  Unit  litter  that 
allowed  for  safer  patient  movement,  for  the  first  time.102 

On  28  April  2000,  replacements,  also  from  the  212th  MASH,  incrementally 
took  over  while  the  original  212th  staff  members  returned  to  Germany.  Although 
the  staff  changed  and  equipment  was  upgraded,  the  daily  quota  of  trauma  pa- 
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tients  remained  constant.  Between  28  April  and  28  September  2000,  the  new  staff 
cared  for  more  than  339  trauma  and  major  medical  patients  at  their  new  location 
at  Camp  Bondsteel.  Patients  included  mostly  local  nationals  critically  wounded 
by  bullets,  grenades,  cluster  bombs,  knives,  or  motor  vehicle  accidents.  Denny 
explained  the  excessive  numbers  of  automobile  accidents  resulted  because  the 
“local  nationals  . . . pile  as  many  people  as  will  fit  into  tiny,  old  cars  without 
seatbelts,”  then,  “drive  fast  down  crater-filled  roads  without  shoulders.”  Head-on 
collisions  and  rollovers  resulted.103 

A major  change  occurred  at  Camp  Bondsteel  when  the  212th  CMF  transferred 
its  authority  on  25  September  2000  and  both  USAR  personnel  from  the  conti- 
nental United  States  and  active  component  soldiers  from  30th  Medical  Brigade 
in  Europe  took  over.  The  largest  element  of  this  rotation  was  85  soldiers  from  the 
313th  Hospital  Unit  Surgical  who  deployed  from  Springfield,  Missouri.104  The 
total  numbers  deployed  varied  but  they  included  about  160  USAR  and  75  active 
soldiers  at  the  time  of  final  redeployment  on  2 April  2001 . Most  of  the  USAR  per- 
sonnel served  for  a three-month  period  during  one  of  three  90-day  iterations.105 

During  its  tenure  in  Camp  Bondsteel,  this  rotation  operated  26  beds  (expandable 
to  52)  and  treated  more  than  310  patients.  It  performed  120  emergency  surgeries 
and  managed  104  trauma  patients.  The  staff  continued  to  develop  and  assist  the  lo- 
cal health  care  system,  offering  education,  consultation,  and  surgical  assistance  to 
the  hospital  in  Gnjilane,  and  nurses  actively  participated  in  these  outreach  activi- 
ties.106 Major  Stella  Demster,  a medical-surgical  nurse  from  the  Intermediate  Care 
Ward,  taught  maternal  child  nursing  classes  at  the  Gnjilane  hospital  along  with  the 
Finnish  Red  Cross  nurses.  She  was  impressed  by  the  staff’s  spirited  enthusiasm  in 
spite  of  the  facility’s  lack  of  equipment  and  abysmal  state  of  repair.107 

The  experiences  of  Army  Nurse  Corps  officers  who  served  in  the  Balkans  bore 
predictable  similarities  to  previous  operations.  Those  who  deployed  to  the  former 
republic  of  Yugoslavia,  particularly  during  the  early  rotations,  lived  and  worked 
in  exacting  conditions  and  provided  high-quality  care  for  significant  numbers  of 
casualties  suffering  massive  trauma.  The  operational  setting  in  the  Balkans  was 
very  demanding  and  rife  with  danger,  threats,  multinational  bureaucratic  snarls, 
and  bitter  weather.  The  traditional  implementation  of  field  expediency  skills  and 
the  willingness  to  make  substantial  personal  sacrifices  to  provide  health  care  for 
the  deployed  U.S.  soldiers  typified  the  nurses’  contributions. 

Participation  in  the  Balkan  operations  enabled  Army  Nurse  Corps  officers  to 
excel  in  new  branch  immaterial  roles  and  command  slots.  They  played  an  active 
part  in  personnel,  equipment,  and  doctrinal  planning  and  development  for  deploy- 
ments, and  their  impact  exceeded  the  traditional  boundaries  of  nursing.  Their  mul- 
tinational patient  population  presented  communication  and  cultural  challenges  on 
a daily  basis.  The  operations  in  the  Balkans  were  a blend  of  war  and  Operations 
Other  Than  War,  with  components  of  nation  building,  humanitarian  assistance, 
and  Support  and  Stability  Operations.  Through  it  all,  the  old  and  the  new,  the  good 
and  the  bad,  the  easy  and  the  difficult,  the  Army  Nurse  Corps  officers’  esprit  de 
corps  remained  high  and  their  contributions  significant. 
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Chapter  Twenty-three 

Operation  Uphold  Democracy  in  Haiti 


Operation  Uphold  Democracy,  an  Operation  Other  Than  War,  took  place  in 
Haiti.  On  15  September  1994,  elements  of  the  XVIII  Airborne  Corps,  the 
82nd  Airborne  Division  from  Fort  Bragg,  North  Carolina,  and  the  10th 
Mountain  Division  (Light)  from  Fort  Drum,  New  York,  deployed  to  the  Caribbean 
island  of  Haiti  as  part  of  a Multinational  Force  under  the  banner  of  Operation 
Uphold  Democracy.  The  operational  mission  was  to  provide  protection  for  U.S. 
citizens  and  interests,  certain  Haitians,  and  other  third-country  nationals  while 
reestablishing  civil  order,  reorganizing  the  Haitian  military,  and  assisting  in  the 
establishment  of  a democratic  government.  An  immediate  goal  was  to  remove  the 
military  junta  that  had  toppled  the  democratically  elected  president,  a former  Ro- 
man Catholic  priest,  Jean  Bertrand  Aristide,  and  return  him  to  office.1  A complex 
series  of  events  and  circumstances  preceded  the  deployment. 

Haiti,  a French  Creole-speaking  country,  was  a developing  nation  whose  his- 
tory involved  almost  two  centuries  of  instability,  poverty,  disease,  civil  wars,  par- 
titions, rebellions,  coups,  revolutions,  reunions,  power  struggles,  and  uprisings. 
Periodic  U.S.  intervention  in  the  struggling  country  first  began  in  1914  when  a 
group  of  U.S.  Marines  came  ashore  at  Port-au-Prince  to  secure  the  Haitian  Na- 
tional Bank  and  preserve  the  Haitian  economy.  Several  U.S.  interventions  fol- 
lowed during  the  first  half  of  the  20th  century.2  Further  involvement  with  Haitians 
then  transpired  in  the  1990s. 

Several  years  before  Operation  Uphold  Democracy,  a number  of  Army  Nurse 
Corps  officers  had  contact  with  Haitians  at  Guantanamo  Bay,  Cuba.  Approximate- 
ly 15,000  Haitians  had  fled  their  country  in  the  autumn  of  1991  after  the  over- 
throw of  the  Aristide  democratic  government.  Most  did  not  qualify  for  asylum 
in  the  United  States,  so  they  were  sequestered  on  Guantanamo  Bay  before  being 
returned  to  Haiti.3 

To  care  for  the  Haitians,  a group  of  Army  Medical  Department  personnel  at- 
tached to  the  Alpha  Collecting  and  Clearing  Company  of  the  U.S.  Joint  Tactical 
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Force  set  up  a field  hospital  in  Guantanamo  Bay  in  December  1991.  It  cared  for 
about  150  to  300  Haitians  daily.  Its  tentage  housed  a sick  call  component,  a ward, 
an  intensive  care  unit,  operating  and  recovery  rooms,  and  an  isolation  unit  for 
patients  with  communicable  diseases  such  as  chicken  pox  and  tuberculosis. 

Since  there  were  approximately  340  pregnant  Haitians  among  the  detainees,  an 
Army  obstetrician  and  two  obstetrics/gynecology  nurses  also  deployed  to  Guan- 
tanamo Bay.  With  only  a few  days  warning,  Lieutenant  Edythe  Robinson,  an  ob- 
stetrical nurse  from  Walter  Reed  Army  Medical  Center,  deployed  to  Guantanamo 
Bay,  where  she  worked  12  to  14  hours  a day  assisting  patients  in  labor  and  deliv- 
ery. She  provided  others  with  prenatal  and  postpartum  care.4 

Army  nurses  served  for  several  years  in  Guantanamo  Bay  and  also  in  Panama 
City,  Panama,  and  Paramaribo,  Suriname,  and  gave  assistance  to  both  Cuban 
and  Haitian  refugees.5  In  December  1994,  Captain  Kathryn  Gaylord  deployed 
to  the  Navy/Marine  base  at  Guantanamo  Bay  with  elements  of  the  85th  Medi- 
cal Detachment’s  Combat  Stress  Control  unit  and  a psychiatric  slice  of  the  21st 
Combat  Support  Hospital  (CSH)  from  Fort  Hood,  Texas,  to  provide  inpatient 
and  outpatient  mental  health  services  for  the  Cuban  and  Haitian  refugees.  Gay- 
lord’s assignment  was  as  Officer-in-Charge  of  the  inpatient  psychiatric  unit, 
whose  usual  daily  census  was  about  14  psychiatric  cases.  Many  of  these  refu- 
gees had  endured  harrowing  events  such  as  family  separations  and  witnessing 
family  members  drown  or  be  killed  by  sharks,  and  most  suffered  from  stress 
as  a result  of  their  internment  that  involved  overcrowding,  little  to  no  privacy, 
and  limited  lifestyle  choices.  Once  stabilized  by  the  psychiatric  inpatient  unit, 
the  patients  returned  to  their  assigned  camp,  and  later,  most  were  repatriated  to 
their  home  country. 

Originally,  the  psychiatric  facilities  conducted  business  in  double  hardback 
tents.  When  these  proved  woefully  inadequate,  Gaylord  acquired  a condemned 
Navy  brig  that  offered  running  water,  toilets,  office  space,  and  an  enclosed  ward. 
This  energetic  Army  nurse  went  one  step  further.  She  organized  a work  detail 
of  Cuban  refugees  and  directed  them  to  construct  partitions,  safety  doors,  and 
ramps  from  plywood.  She  had  them  screen  windows  to  exclude  mosquitoes,  oth- 
er vectors,  and  vermin  and  build  a nurse  observation  desk  to  maintain  patient 
surveillance.  She  obtained  wooden  cabinets  from  condemned  housing  and  had 
them  installed  and  requisitioned  paint  from  salvage  and  had  the  Cubans  do  inte- 
rior painting.  They  remodeled  a guard  observation  room  into  a locked  medica- 
tion room.  The  patients  and  the  occupational  therapy  and  nursing  staffs  planted 
flowers  and  changed  the  neglected  yard  into  a picturesque  garden.  Gaylord  was 
thrilled  with  the  transformation  of  the  barbwire-enclosed  compound,  seeing  it  as 
“an  opportunity  to  provide  a better  standard  of  care”  for  the  refugees.6 

Lieutenant  Colonel  Gemryl  Samuels  was  one  of  three  Army  Community  Health 
Nurses  who  served  with  JTF  160  (Operation  Sea  Signal)  in  Guantanamo  Bay  in 
the  mid-1990s.  Her  tour  of  duty  lasted  four  and  a half  months.  Samuels’  initial 
charge  was  to  interface  with  villagers  and  migrants,  identify  their  health  needs, 
and  conduct  health  education  classes.  She  soon  assumed  additional  responsibili- 
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ties  such  as  communicable  disease  surveillance,  discharge  planning,  public  health 
education,  maternal  and  child  health,  and  family  safety.  Samuels  also  had  an  op- 
portunity to  advance  the  cause  of  community  health  nursing  with  Navy  nursing 
personnel.  The  Army  was  the  only  Department  of  Defense  branch  to  utilize  the 
specialty  services  of  community  health  nurses.  During  this  period,  however,  the 
Navy  nurses  assigned  to  Guantanamo  Bay  also  became  interested  in  providing 
community  outreach.  The  incumbent  senior  Navy  Nurse  Corps  officer  assigned 
three  Navy  nurses  and  a Navy  corpsman  with  Spanish  language  skills  to  work  in 
clinical  preceptorships  under  Samuels’  supervision.  Their  joint  efforts  expanded 
and  improved  the  existing  services  to  the  migrant  population  and  added  a new 
dimension  to  Navy  nursing. 

Samuels  reflected  on  the  lessons  she  learned  and  subsequently  formulated  rec- 
ommendations for  future  humanitarian  missions.  She  noted  that  highly  skilled 
Cuban  migrant  health  professionals  often  were  poorly  utilized,  treated  with  a lack 
of  respect,  and  assigned  menial  tasks.  She  recommended  that,  in  the  future,  an 
effort  be  made  to  promote  their  “acceptance,  expand  their  use,  and  better  inte- 
grate them  into  the  health  care  delivery  system.”  Samuels  also  observed  that  a 
climate  of  mistrust  existed  between  the  military  and  the  migrants.  She  attributed 
this  unease  to  the  migrants’  past  exposure  to  a rigid,  uniformed  military  that  often 
was  tyrannical.  Samuels  advised  that,  in  future  humanitarian  mobilizations,  the 
military  attempt  to  be  more  low  key,  flexible,  and  cognizant  of  the  internees’  his- 
tory and  background.  Samuels  acknowledged  the  importance  of  being  aware  of 
cultural  beliefs  and  emphasized  how  a lack  of  such  knowledge  could  impact  pro- 
fessional practice.  In  one  instance,  her  team  planned  a day  on  the  beach  to  focus 
on  women’s  issues  with  a group  of  Haitian  women.  Not  one  woman  participated 
in  the  program.  Samuels  later  learned  that  the  Haitian  culture  frowned  on  inde- 
pendent activities  for  women  without  the  approval  and  cooperation  of  their  male 
partners.  The  men  simply  had  vetoed  the  women’s  attendance. 

Samuels  concluded  that  Army  Community  Health  Nurses: 

. . . played  key  roles  in  Operation  Sea  Signal.  Thousands  of  immigrants  benefited  from  their  cre- 
ativity, energies,  and  enterprising  activities.  What  remained  constant  [was]  the  extreme  importance  of 
dealing  with  the  human  factor:  to  appropriately  assess  people’s  needs,  identify  resources  to  cope  with 
them,  support  the  strengths,  and  find  appropriate  ways  of  meeting  the  deficits.7 

While  Gaylord  and  Samuels  were  carrying  out  their  missions  in  Guantanamo  Bay, 
Operation  Uphold  Democracy  was  underway  in  nearby  Haiti. 

Elements  from  several  Table  of  Organization  and  Equipment  hospital  units 
served  sequentially  in  Haiti  and  provided  medical  support  and  humanitarian  as- 
sistance during  Operation  Uphold  Democracy.  The  first  unit  to  deploy  was  the 
274th  Surgical  Detachment  from  Fort  Bragg,  North  Carolina.  It  arrived  in  Haiti  on 
D+l  in  the  early  morning  and  within  hours  a surgical  capability  was  operational. 
The  28th  CSH,  also  a unit  of  the  44th  Medical  Brigade  at  Fort  Bragg,  sent  a 52- 
bed  package  that  entered  the  country  on  D+2  while  its  personnel  arrived  on  D+6. 
The  47th  Field  Hospital  from  Fort  Sill,  Oklahoma,  followed.  The  86th  CSH  out 
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of  Fort  Campbell,  Kentucky,  and  the  131st  Field  Hospital  from  Fort  Bliss,  Texas, 
each  manned  one  of  the  final  two  rotations  of  the  operation.8 

The  Medical  Rules  of  Engagement  for  this  mission  stipulated  that  no  host  na- 
tion health  facilities  would  be  used  by  U.N.  forces  because  the  few  local  hospitals 
that  did  exist  were  in  a lamentable  state.  Major  Patty  Horoho,  a Nurse  Methods 
Analyst,  belonged  to  one  of  two  Health  Facility  Assessment  Teams  deployed  in 
Haiti  at  the  direction  of  Brigadier  General  James  Peake,  the  JTF  180  surgeon  and 
commander  of  the  44th  Medical  Brigade.9  Horoho  immediately  recognized  the 
impossibility  of  using  the  host  nation  facilities  during  her  first  inspection  visit  to 
the  Hotel  Simbie,  a makeshift  hospital  in  Port-au-Prince: 

When  we  arrived  we  found  200  families  living  in  the  abandoned  hotel.  The  hotel  was  dilapidated 
and  filthy.  There  were  waste  products  all  over  and  dripping  off  some  of  the  balconies.  A few  dirty 
needles  were  lying  on  the  ground  in  some  areas,  and  a few  elderly  males  were  lying  curled  up  in  a 
comer  dying  of  starvation.  There  was  no  electricity  or  running  water.  Children  ran  around  without  any 
clothes  and  urinated  wherever.  Initially  the  occupants  were  guarded  because  they  felt  that  we  were 
going  to  take  away  their  home.  Sargeant  Jacques  [the  linguist]  and  I were  cornered  on  the  second  floor 
by  approximately  25  hostile  occupants.  We  both  remained  calm  and  Sargeant  Jacques  did  an  excellent 
job  of  talking  to  them  in  Creole  and  was  able  to  calm  them  down  ....  The  initial  assessment  was  that 
the  hotel  could  be  renovated  but  this  would  require  a lot  of  work. 

Most  of  the  facilities’  equipment  and  supplies  were  nonfunctional,  40  to  50  years 
old,  and  quite  obsolete.  Few  medications  were  available.  Nonetheless,  Horoho 
was  amazed  by  the  “irrepressible  good  humor  of  most  of  the  population.”10 

Another  Medical  Rule  of  Engagement  directed  U.S.  medical  forces  not  to  treat 
Haitians.  Exceptions  to  the  rule  involved  detainees  and  those  Haitians  who  re- 
quired emergency  care  for  injuries  incurred  as  a result  of  U.S  ./U.N.  activities. 
Emergency  care,  however,  would  be  limited  to  measures  implemented  to  prevent 
loss  of  life  or  limb.11 

The  implementation  of  the  Medical  Rules  of  Engagement  involved  some 
strange  situations.  When  Lieutenant  Diane  Diehl  deployed  to  Haiti  with  the  47th 
Field  Hospital  in  January  1995,  the  hospital  admitted  a Haitian  male  for  treatment. 
The  man  had  doused  his  wife  with  gasoline  and  was  preparing  to  set  her  aflame. 
A multinational  force  trooper  intervened  and  shot  the  man,  who  then  received 
care  for  his  wounds  at  the  47th  Field  Hospital.12  In  another  case,  a 13-year-old 
boy  flung  himself  under  the  wheels  of  a multinational  force  water  buffalo  truck, 
mistakenly  believing  that  his  injuries  represented  a ticket  to  the  United  States. 
The  47th  Field  Hospital  treated  the  youth  for  a fractured  pelvis.  Diehl  explained 
that  the  locals  failed  to  comprehend  that  even  if  they  were  evacuated  to  the  United 
States  for  treatment,  they  would  be  returned  to  Haiti.13  The  47th  Field  Hospital 
also  provided  care  for  Brown  and  Root  employees,  contract  workers  who  main- 
tained the  showers  and  toilets  and  provided  laundry  services.14 

Captain  Susan  M.  Raymond,  who  deployed  with  the  86th  CSH,  the  unit  that  re- 
placed the  47th  Field  Hospital  in  Haiti,  confirmed  Diehl’s  observations.  Raymond 
cared  for  many  local  nationals,  some  of  whom  stepped  in  front  of  buses  or  Hum- 
vees  to  obtain  health  care  from  the  86th  CSH.  During  her  tour  in  Haiti,  the  opera- 
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Major  Patricia  Horoho  (right)  and  two  fellow  soldiers  pause  for  a spontaneous  meal  in  the  midst  of 
their  duty  day  with  a Health  Facility  Assessment  Team  in  Haiti  during  Operation  Uphold  Democracy 
in  the  autumn  of  1994. 

Photo  courtesy  of  Major  General  Patricia  Horoho,  Tacoma,  WA. 


tion  changed  from  a multinational  force  to  the  United  Nations  Mission  in  Haiti. 
Thereafter,  many  of  the  patients  who  received  care  were  U.N.  peacekeepers.15 

The  47th  Field  Hospital  ran  an  average  census  of  30  hospital  patients  daily, 
several  with  dengue  fever  and  others  with  more  common  maladies  such  as  heart 
attacks.16  Other  typical  diagnoses  were  fevers  of  unknown  origin  and  diarrhea, 
and  most  patients  treated  were  nonbattle  casualties.17 

On  11  September  1994,  Major  Ellen  Forster  received  mobilization  orders  in- 
structing her  to  report  to  Fort  Bragg,  North  Carolina.  Her  educated  guess  that  she 
would  be  deploying  to  Haiti  proved  correct.  The  notification  directed  her  to  mo- 
bilize with  the  28th  CSH  in  support  of  Operation  Uphold  Democracy.  During  the 
10  days  before  her  actual  deployment,  Forster  attended  briefings  on  the  cultural, 
historical,  and  political  context  and  the  French  Creole  dialect  of  her  destination, 
on  threats  to  health  and  safety,  and  on  universal  precautions.  Universal  infection 
control  precautions  were  especially  important  in  Haiti,  where  the  incidence  of 
HIV/AIDS  was  exceptionally  high.  One  source  noted  that  “at  least  70  percent  of 
prostitutes  and  8 percent  of  young  adults  in  Haiti  are  HIV-positive.”18  Forster  was 
issued  a Kevlar  helmet  and  flak  jacket.  Those  deploying  nurses  who  chose  to  bear 
arms  also  were  issued  a 9-mm.  pistol.19  Forster  preferred  not  to  carry  the  issued 
weapon.20 
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Lieutenant  Colonel  Nancy  Allmon,  chief  nurse  of  the  86th  Combat  Support  Hospital  during  that  unit’s 
Operation  Uphold  Democracy  deployment  in  Haiti  in  August  1995,  cuddles  a smiling  Haitian  child. 
Photo  courtesy  of  Army  Nurse  Corps  Archives,  Office  of  Medical  History,  Falls  Church,  VA. 
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Upon  their  arrival  in  Port-au-Prince,  the  local  Haitians  either  cheered  or  jeered 
as  the  28th  CSH  nurses  loaded  onto  a military  truck  for  the  three-mile  trip  to 
their  final  destination.  Because  of  the  surging  crowds,  it  took  over  an  hour  for  the 
nurses  to  reach  two  enormous  vacant  warehouses  in  an  industrial  area  of  Port-au- 
Prince.21  Obviously  used  as  dumps  in  the  past,  both  were  littered  with  detritus  and 
excreta.22  The  nurses  first  policed  the  two  buildings,  one  of  which  was  designated 
as  billets  and  the  other  as  a shelter  for  the  Deployable  Medical  System.  Then 
everyone— physicians,  nurses,  and  medics— collectively  helped  to  erect  the  facil- 
ity, a formidable  effort  in  the  100°  F temperatures.  Their  successful  accomplish- 
ment of  this  chore  affirmed  the  wisdom  of  the  Army’s  insistence  on  high  levels 
of  physical  fitness.  The  52-bed  package  that  housed  the  28th  CSH  included  20 
minimal  care  and  20  intermediate  care  beds  and  a 12-bed  intensive  care  unit.23 

Within  a few  days  the  hospital’s  first  test  occurred.  A Mass  Casualty  was  called 
when  a grenade  detonated  in  a crowd  of  Haitians  at  a demonstration.  Most  of  the 
63  patients  triaged  and  treated  within  two  hours  at  the  28th  CSH  presented  with 
minor  injuries.24  As  head  nurse  of  Emergency  Medical  Treatment,  Forster  and  the 
Emergency  Medical  Treatment  area  chief  organized  four  trauma  teams  consisting 
of  a physician,  a nurse,  and  two  medics  and  furnished  them  with  supplies  and 
equipment  required  to  treat  blast  wounds,  such  as  chest  tubes,  nasogastric  tubes, 
Foley  catheters,  and  large-bore  intravenous  equipment.  Before  this  incident,  For- 
ster was  concerned  about  supporting  an  adequate  level  of  care  with  the  available 
staff  and  facilities.  Afterward,  she  was  reassured  about  the  28th  CSH’s  “ability  to 
provide  quality  trauma  care.”  Nonetheless,  no  one  was  complacent  and  Forster 
instructed  her  staff  to  fine-tune  their  trauma  sets,  intensively  train  on  their  field 
equipment,  and  develop  treatment  protocols. 

Another  of  Forster’s  responsibilities  was  to  conduct  sick  call.  Since  the  28th 
CSH  was  the  most  sophisticated  health  care  facility  on  the  island,  the  diverse 
patient  base  included  not  only  multinational  force  personnel  but  also  VIPs,  the 
media,  and  foreign  service  personnel.  Presenting  medical  complaints  involved 
acute  minor  illnesses,  gastrointestinal  maladies,  and  orthopedic  conditions. 

All  were  conscious  of  the  threat  of  malaria  and  most  took  chloroquine  weekly, 
used  insect  repellent  religiously,  and  slept  under  nets  as  prophylaxis.  Still,  insect 
bites  were  common.25  The  unit  only  treated  two  malaria  cases,  both  of  whom  were 
previously  afflicted  missionaries. 

An  immediate  concern  was  the  lack  of  hygiene  facilities.  There  were  no  toilets 
available  initially,  and  the  28th  CSH  staff  improvised  with  empty  milk  cartons. 
Soon  lumber  arrived  and  outhouses  were  built.  Then  portable  toilets  finally  ma- 
terialized. The  nurses  became  proficient  in  using  “Australian  showers.”  This  ba- 
sic apparatus  comprised  several  suspended  water  blivets  whose  “challenge  lay  in 
filling  the  bags  with  water  from  5-gallon  tanks  and  hoisting  them  up  with  a rope 
and  pulley.  This  required  a good  friend,  brute  strength,  and  great  skill  in  water 
conservation.”  To  use  the  shower,  the  bather  released  a flow  of  water  from  above, 
hastily  wet  themselves,  lathered,  and  rinsed. 

The  nurses  mused  about  where  their  “responsibilities  began  and  ended”: 
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We  cared  for  many  indigents,  many  of  whom  had  never  had  even  the  rudiments  of  medical  care. 
How  much  could  we  do  for  them  in  the  time  we  would  be  in  Haiti?  How  could  we  help  a severely  mal- 
nourished baby?  So  many  people  needed  so  much  help,  and  our  resources  were  limited.  The  Haitian- 
on-Haitian  violence  was  frequently  out  of  control.  It  was  not  uncommon  for  us  to  treat  several  patients 
with  gunshot  wounds,  machete  injuries,  and  stab  wounds  per  day.  When  supplies  ran  short,  as  they 
sometimes  did,  we  wondered  how  we  would  react  if  we  had  to  make  a choice  between  treating  an  in- 
jured American  soldier  or  a Haitian  soldier.  We  . . . tried  to  provide  the  best  nursing  care  we  could.26 

Four  American  holidays— Halloween,  Thanksgiving,  Christmas,  and  New 
Year’s  Day— passed.  When  the  nurses  were  separated  from  loved  ones,  these  oc- 
casions had  the  potential  to  be  very  depressing  times.  To  counteract  melancholy, 
the  nurses  held  parties,  staged  talent  shows,  listened  to  concerts,  and  derived  sol- 
ace from  their  patriotic  service  and  the  knowledge  that  in  the  next  year,  the  holi- 
day season  would  be  even  more  special. 

Forster  thought  the  deployment  was  a good  and  meaningful  experience.  The 
28th  CSH  “provided  a high  level  of  quality  care  in  a third  world  country”  and  “we 
made  a difference,  and  I am  proud  to  have  been  part  of  this  team.”27 

Small  support  groups  remained  in  Haiti  from  1996  until  2000  as  a part  of  the 
U.N.  Mission  in  Haiti.  Medical  personnel  from  the  sister  services  as  well  as  the 
Army  successively  aligned  with  those  groups  and  provided  care  to  indigent  Hai- 
tians at  a base  camp  field  hospital  near  the  international  airport.28  In  February 
1998,  Medical  Treatment  Facility  (MTF)  555— the  555th  Forward  Surgical  Team 
and  the  61st  Area  Support  Medical  Battalion  from  Fort  Hood,  Texas— relieved 
the  Air  Force  28th  Air  Transportable  Hospital.  MTF  555’s  mission  was  to  care  for 
U.S.  military  forces  and  contract  employees  and  provide  humanitarian  assistance 
to  Haitians.  The  latter  consumed  most  of  MTF  555’s  attention  and  energy.  By  the 
time  Haitians  appeared  for  treatment,  their  ailments  were  well  advanced.  Untreat- 
ed infections  and  unset  fractures  that  resulted  in  misaligned  bones  were  common 
presentations.  One  man  whose  foot  was  run  over  by  a “tap-tap”  (a  taxi)  languished 
in  the  local  hospital  and  received  no  treatment.  When  he  arrived  at  MTF  555,  his 
foot  was  gone  and  maggots  crept  out  of  the  wound. 

Beyond  the  unit’s  walls,  various  staff  members  conducted  Medical  Civilian  As- 
sistant Programs.  One  Army  nurse,  Lieutenant  Colonel  Toni  Massenbury,  visited 
St.  Theresa’s  Orphanage  in  Port-au-Prince  and  cared  for  malnourished  babies. 
Despite  the  hardships,  most  considered  the  deployment  an  invaluable  experience. 
Most  had  never  seen  such  extreme  cases  of  long-neglected  yet  common  maladies, 
while  others  cited  the  opportunities  afforded  to  assist  those  so  desperately  in  need. 
Some  expressed  the  idea  that  the  deployment  had  enhanced  their  appreciation  for 
all  they  enjoyed  as  U.S.  citizens.29  All  U.S.  troops  left  Haiti  by  January  2000 .30 

The  Army  Nurse  Corps  began  the  decade  with  a deployment  in  the  Arabian 
desert  and  the  expectation  of  heavy  battle  casualties.  Fortunately,  the  war  was 
short-lived,  with  more  deaths  due  to  injuries  than  combat.  Nonetheless,  the  Army 
Medical  Department  and  the  Army  Nurse  Corps  were  prepared,  functioned  well, 
and  were  ready  to  provide  care  for  the  expected  numbers  of  casualties.  The  differ- 
ences with  the  Muslim  culture  and  its  views  on  the  place  and  lifestyles  of  women 
were  dealt  with  gracefully. 
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A series  of  humanitarian  postings  in  Bosnia,  Kosovo,  and  Macedonia  presented 
a new  generation  of  Army  nurses  with  the  traditional  challenges  and  satisfactions 
of  field  nursing  and  medical  civic  action.  Even  when  carrying  heavy  operation- 
al workloads,  they  found  the  time  and  energy  to  rehabilitate  local  hospitals  and 
schools.  In  the  Balkans,  nurses  commanded  Table  of  Organization  and  Equipment 
hospitals  for  the  first  time. 

In  Somalia,  the  work  of  Army  nurses  fluctuated  between  routine  everyday  care 
and  the  unexpected  mass  casualty  care  of  battle- wounded  soldiers.  The  lessons  of 
past  wars  had  not  been  forgotten  and  the  Army  Nurse  Corps  moved  into  triage  and 
surge  responses  quickly  and  smoothly. 

A geopolitically  awkward  assistance  mission  to  the  government  of  Haiti  ex- 
posed Army  nurses  to  the  degrading  and  hopeless  poverty  of  the  people  living 
on  this  Caribbean  island.  Operating  under  restrictive  Rules  of  Engagement  for 
a providentially  brief  operation  prevented  the  nurses  from  doing  large-scale  hu- 
manitarian work. 

In  all  these  various  deployed  assignments,  in  medical  units  from  Forward  Sur- 
gical Teams  to  Mobile  Army  Surgical  Hospitals  and  CSHs,  Army  nurses  efficient- 
ly and  automatically  applied  the  principles  and  practices  of  “nursing  the  Army 
way.” 

The  successful  operations  of  the  1990s  allowed  the  executive  branch  to  concen- 
trate on  domestic  policy  and  focus  attention  on  decreasing  the  size  and  changing 
the  structure  of  the  armed  forces.  The  resultant  reorientation  and  reductions  had 
inevitable  effects  on  the  Army  Nurse  Corps. 
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Chapter  Twenty-four 

The  Final  Word 
Epilogue 


Within  the  relatively  short  span  of  three  decades,  the  Army  and  the  Army 
Medical  Department  underwent  a reformation.  So  too  did  the  Army 
Nurse  Corps.  From  the  nadir  of  the  immediate  post-Vietnam  War  era 
to  the  bright  hopes  of  the  new  millennium,  the  Army  Nurse  Corps  renewed  itself 
by  expanding  its  roles  and  functioning  at  higher  levels.  The  Army  Nurse  Corps 
improved  professional  performance  and  credibility  by  requiring  a baccalaureate 
degree  for  all  active  component  officers  and  by  augmenting  their  skills  and  acu- 
men in  many  spheres.  The  Army  Nurse  Corps  upgraded  its  levels  of  fitness  and 
readiness.  It  became  a master  in  the  art  and  science  of  enhancing  quality,  ex- 
panding access,  and  reducing  costs.  As  numbers  diminished  and  the  workload 
remained  the  same  or  even  increased,  Army  nurses  honed  talents  of  proficiency 
and  efficiency.  The  U.S.  Army  Reserve  and  the  Army  National  Guard  surpassed 
themselves  as  all  components  worked  together  to  overcome  old  limitations  and  to 
embrace  the  concept  of  an  “Army  of  One.”  Finally,  Army  nurses  crossed  over  old 
boundaries  that  had  defined  Army  nursing  and  moved  into  unprecedented  realms 
and  roles  in  staff  and  command  assignments.  There  were  some  problems,  but 
these  were  minor  in  light  of  the  vast  array  of  worthwhile  endeavors  and  positive 
accomplishments. 

On  2 February  200 1 , the  Army  Nurse  Corps  marked  its  centennial.  Army  nurses, 
their  friends,  and  supporters  participated  in  celebrations  all  around  the  globe.  But 
the  roots  of  the  heritage  of  the  Army  Nurse  Corps  originated  long  before  the  cele- 
bration of  its  first  centennial.  Today’s  Army  nurses  trace  their  lineage  back  several 
centuries,  embracing  the  men  and  women  who  provided  nursing  care  during  the 
Revolutionary  War  and  the  Civil  War,  the  wives  and  laundresses  who  cared  for  the 
Frontier  Army  in  America’s  West,  the  contract  nurses  of  the’  Spanish-American 
War,  and  the  members  of  the  Army  Nurse  Corps  (female)  of  World  War  I.  Also  in- 
corporated in  the  family  tree  are  the  Army  nurses  of  World  War  II  who  progressed 
from  relative  rank  to  commissioned  rank.  The  Army  Nurse  Corps  heritage  also 
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Major  Debora  R.  Cox,  the  Army  Nurse  Corps  historian,  was  one  of  a number  of  active  and  retired 
Army  Nurse  Corps  officers  who  organized  the  Army  Nurse  Corps  100th  anniversary  celebration  in 
Washington,  D.C.,  in  2001 . 

Photo  courtesy  of  Lieutenant  Colonel  Debora  R.  Cox,  Bethesda,  MD. 


Three  decades  of  seasoned  leadership  gather  around  Brigadier  General  William  T.  Bester  at  the  Army 
Nurse  Corps  100th  anniversary  celebration  on  2 February  2001  in  Washington,  D.C.  From  left  to  right 
are  Major  General  Nancy  R.  Adams,  Brigadier  Generals  Lillian  Dunlap,  Hazel  W.  Johnson,  Bester, 
Anna  Mae  V.  Hays,  Connie  L.  Slewitzke,  and  Clara  L.  Adams-Ender. 

Photo  courtesy  of  Lieutenant  Colonel  Debora  R.  Cox,  Bethesda,  MD. 
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Colonel  Betty  J.  Antilla  (right),  U.S.  Army  retired,  was  another  collaborator  in  planning  the  week-long 
festivities  convened  to  honor  the  Army  Nurse  Corps  100th  anniversary.  On  the  left  is  Major  Debora 
R.  Cox. 

Photo  courtesy  of  Lieutenant  Colonel  Debora  R.  Cox,  Bethesda,  MD. 


counts  the  contributions  of  those  who  served  in  the  Korean  War  as  well  as  the 
male  and  female  Army  Nurse  Corps  officers  who  served  in  Vietnam,  Grenada, 
Panama,  the  Persian  Gulf,  Somalia,  the  Balkans,  and  Haiti.  Equally  important  on 
the  homefront,  it  includes  the  Army  Nurse  Corps  officers  and  civil  service  nurses 
based  in  the  continental  United  States  and  other  zones  remote  from  the  battlefield 
who  had  the  herculean  task  of  follow-on  and  long-term  care  of  the  sick  and  the 
wounded,  as  well  as  retirees  and  family  members. 

Predictably  and  invariably,  even  newer  threats  appeared.  On  11  September 
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2001,  terrorists  commandeered  four  commercial  airliners  to  strike  at  the  heart 
of  America— the  Twin  Towers  of  New  York  City,  the  Pentagon,  and  the  nation’s 
Capitol.  Valiant  passengers  and  crew  foiled  the  latter  attempt  causing  the  last  air- 
craft to  crash  into  a held  near  Shanks ville,  Pennsylvania.  Operation  Iraqi  Freedom 
and  Operation  Enduring  Freedom  followed.  Once  again,  Army  Nurse  Corps  of- 
ficers answered  their  country’s  clarion  call  to  duty  and  delivered  the  unique  care 
they  alone  could  administer  to  American  soldiers  in  combat. 

Given  its  storied  history  of  achievements,  patriotism,  and  selfless  dedication, 
the  Army  Nurse  Corps  expects  to  carry  on  its  unbroken  line  of  professional  ser- 
vice and  shall  adapt  its  knowledge  and  skills  to  meet  the  challenges  of  the  future. 
Although  its  ranks  will  inevitably  age,  retire,  and  fade  away,  the  Corps  shall  rise 
like  a phoenix  and  renew  itself  with  each  passing  generation  marching  in  review. 
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Acronyms  and  Abbreviations 


ACHN 

ACLS 

AECP 

AFNC 

AHS 

AI 

AMEDD 

AMEDD  C&S 

AMEDDPERSA 

AMOSIST 

ANA 

ANC 

ANCA 

ANC-CHEP 

ANCCPP 

AN-CP 

APPD 

ARCENT 

ARNG 

ASC 

ASD(HA) 

ASD  M&RA 

Army  Community  Health  Nurse 

Advanced  Cardiac  Life  Support 

AMEDD  Enlisted  Commissioning  Program 

Air  Force  Nurse  Corps 

Academy  of  Health  Sciences 

AMEDD  Immaterial 

Army  Medical  Department 

AMEDD  Center  and  School 

Army  Medical  Department  Personnel  Support  Agency 

Automated  Military  Outpatient  System  Specialist 

American  Nurses  Association 

Army  Nurse  Corps 

Army  Nurse  Corps  Association 

Army  Nurse  Corps  Continuing  Health  Education  Program 

Army  Nurse  Corps  Contemporary  Practice  Program 

Army  Nurse  Clinician  Program 

AMEDD  Personnel  Proponency  Division 

Army  Central 

Army  National  Guard 

Ambulatory  Surgery  Center 

Assistant  Secretary  of  Defense  (Health  Affairs) 

Assistant  Secretary  of  Defense  for  Manpower  and 
Reserve  Affairs 

ASPECTS 

A Solid  Parenting  Experience  Through  Community 
Teaching  and  Support 

ATLS 

BACH 

Advanced  Trauma  Life  Support 
Bassett  Army  Community  Hospital;  Blanchheld  Army 
Community  Hospital 

BAMC 

BCP 

Brooke  Army  Medical  Center 
Board  Certification  Pay 

xx  Acronyms  and  Abbreviations 


BI 

BRAC 

BSN 

C4 

CAO 

CCP 

CENTCOM 

CHCS 

CHPPM 

CMF 

CNMW 

CNS 

CONEX 

Branch  Immaterial 

Base  Realignment  and  Closure 

Bachelor  of  Science  in  Nursing 

Combat  Casualty  Care  Course 

Career  Activities  Office 

Coordinated  Care  Program 

Central  Command 

Composite  Health  Care  System 

Center  for  Health  Promotion  and  Preventive  Medicine 

Career  Management  Field;  Contingency  Medical  Force 

Certified  Nurse  Midwife 

Clinical  Nurse  Specialist 

Container  Express  (large,  corrugated  metal  shipping 
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CONUS 

CRNA 

CSH 

CSL 

CSRN 

CVI 

DACOWITS 

DCSPER 

DEPMEDS 

DMSB 

DoD 

DON 

DOPMA 

EAC 

EMT 

Continental  United  States 
Certified  Registered  Nurse  Anesthetist 
Combat  Support  Hospital 
Command  Selection  List 
Civil  Service  Registered  Nurse 
Conditional  Voluntary  Indefinite 

Defense  Advisory  Committee  on  Women  in  the  Services 

Deputy  Chief  of  Staff  for  Personnel 

Deployable  Medical  System 

Defense  Medical  Standardization  Board 

Department  of  Defense 

Department  of  Nursing 

Defense  Officer  Personnel  Management  Act 

Echelons  Above  Corps 

Emergency  Medical  Treatment;  Emergency  Medical 
Technician 

EPW 

EVAC 

FAMC 

FH 

FORSCOM 

FST 

FY 

GH 

GS 

GSN 

GTC 

HSC 

HSSA 

HUDS 

Enemy  Prisoner  of  War 

Evacuation  Hospital 

Fitzsimons  Army  Medical  Center 

Field  Hospital 

Forces  Command 

Forward  Surgical  Team 

Fiscal  Year 

General  Hospital 

General  Schedule 

Graduate  School  of  Nursing 

Gateway  to  Care 

Health  Services  Command 

Health  Service  Support  Area 

Hospital  Unit  Dose  Drug  Distribution  System 

Acronyms  and  Abbreviations  xxi 


ICU 

IMA 

ISO 

ISR 

JCCP 

JTF 

MACH 

MACOM 

MAMC 

MASCAL 

MASH 

MC 

MEDCOM 

MEDDAC 

MEDEL 

MILVAN 

MOPP 

MOS 

MOU 

MSC 

MTF 

MTO&E 

MTT 

MUST 

NATO 

NCLEX 

NCR 

NETS 

NMA 

NNC 

NNMC 

NP 

NRAB 

OBC 

ODS 

OER 

OR 

OTSG 

PA 


Intensive  Care  Unit 
Individual  Mobilization  Augmentee 
International  Standardization  Organization  (hard-walled 
DEPMEDS  structures) 

Institute  of  Surgical  Research;  In-Service  Recruiter 
Joint  Casualty  Collection  Point;  Joint  Casualty  Control 
Point 

Joint  Task  Force 

Moncrief  Army  Community  Hospital 
Major  Command 
Madigan  Army  Medical  Center 
Mass  Casualty 

Mobile  Army  Surgical  Hospital 
Medical  Corps 
Medical  Command 
Medical  Department  Activity 
Medical  Element 

Container  for  overseas  or  ground  movement  of  military 
cargo 

Mission  Oriented  Protective  Postures 
Military  Occupational  Specialty 
Memorandum  of  Understanding 
Medical  Service  Corps 

Military  Treatment  Facility/Medical  Treatment  Facility 
Modified  Table  of  Organization  and  Equipment 
Military  Training  Team 

Medical  Unit,  Self-contained,  Transportable;  Mobile  Unit, 
Surgical,  Transportable 
North  Atlantic  Treaty  Organization 
National  Council  of  State  Boards  of  Nursing  Licensure 
Examination 
National  Capital  Region 
Nursing  Education  and  Training  Service 
Nurse  Methods  Analyst 
Navy  Nurse  Corps 
National  Naval  Medical  Center 
Nurse  Practitioner 
Nursing  Research  Advisory  Board 
Officer  Basic  Course 

Operation  Desert  Shield/Operation  Desert  Storm 

Officer  Efficiency  Report 

Operating  Room 

Office  of  the  Surgeon  General 

Physician  Assistant 
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PAU 

PBG 

PIC 

PNP 

POMCUS 

PROFIS 

RANCA 

RC 

RMC 

ROTC 

ROTCNAC 

SERB 

SMART 

SWA 

TAMC 

TDA 

TEMPER 

TFA 

TO&E 

TPU 

TRIMIS 

TSG 

TSNR 

TSNRP 

UNPROFOR 

USAH 

USAR 

USAREC 

USAREUR 

USPHS 

USUHS 

VA 

VI 

WHNP 

WMSN 

WRAIN 

WRAIR 

WRAMC 


Pre-Admission  Unit 
Program  Budget  Guidance 
Physician-in-Charge 
Pediatric  Nurse  Practitioner 
Pre-positioning  of  Material  Configured  to  Unit  Sets 
Professional  Officer  Filler  System 
Retired  Army  Nurse  Corps  Association 
Reserve  Component 
Regional  Medical  Commander 
Reserve  Officers’  Training  Corps 
Reserve  Officers’  Training  Corps  Nursing  Advanced 
Camp 

Selective  Early  Retirement  Board 
Systematic  Modular  Approach  to  Realistic  Training 
Southwest  Asia 
Tripler  Army  Medical  Center 
Table  of  Distribution  and  Allowances 
Tent,  Extendable,  Modular,  Personnel  (soft-sided 
DEPMEDS  structures) 

Task  Force  Aesculapius 

Table  of  Organization  and  Equipment 

Troop  Program  Unit 

Tri-Service  Medical  Information  System 

The  Surgeon  General 

TriService  Nursing  Research 

TriService  Nursing  Research  Program 

United  Nations  Protection  Force 

United  States  Army  Hospital 

United  States  Army  Reserve 

United  States  Army  Recruiting  Command 

United  States  Army,  Europe 

United  States  Public  Health  Service 

Uniformed  Services  University  of  the  Health  Sciences 

Veterans’  Administration  (Department  of  Veterans  Affairs) 

Voluntary  Indefinite 

Women’s  Health  Nurse  Practitioner 

Workload  Management  System  for  Nurses 

Walter  Reed  Army  Institute  of  Nursing 

Walter  Reed  Army  Institute  of  Research 

Walter  Reed  Army  Medical  Center 
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pants, 235-236, 250  nl03 
name  changed  from  Medic  to  RN  Program, 
234 

service  obligation,  235,  338 
AMEDD  Personnel  Proponency  Division, 
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However,  this  volume  is  not  intended  to 
stand  in  place  as  an  apologia  for  war.  Some 
civilians — be  they  nurses  or  not — erroneously 
equate  service  as  an  Army  nurse  with  advocacy 
for  war.  In  truth,  very  few  if  any  Army  nurses 
have  ever  espoused  the  resolution  of  political 
differences  through  the  means  of  combat. 
Instead,  their  higher  aspirations  have  been 
to  provide  care  to  the  sick  or  injured  soldiers 
serving  on  the  battlefield.  No  one  who  has 
witnessed  the  carnage  of  war  can  reasonably 
champion  it. 

I fully  expect  that  with  the  greater  perspective 
of  time,  future  historians  will  have  much  more 
to  say  about  this  exciting  period  as  an  ever 
expanding  and  dynamic  pool  of  evidence 
emerges.  I eagerly  anticipate  and  welcome  their 
forthcoming  scholarship. 
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